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THIS 5-YEAR STUDY SHOWS... 
CONTINUED EFFICACY 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Recent reports comparing the effectiveness of various antibiotics against 
commonly encountered pathogens indicate that CHLOROMYCETIN (chlor- 
amphenicol, Parke-Davis) has maintained its high degree of effective- 
ness.!-5 It is still highly active against many strains of staphylococci,!* 
streptococci,?-? pneumococci,? and organisms. 


CHLOROMYCETIN is a potent therapeutic agent, and because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 
for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


REFERENCESS (1) roy, T E,; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M.AJ. 
77:844 (Nov. 1) 1957. (2) Schneierson, S. S. J. Mount Sinai Hosp. 25:52 (Jan.-Feb.) 1958. (3) Koch, R., 
& Donnell, G.: California Med. 87:313, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: A Five-Year 
Study of the Antibiotic Sensitivities and Cross Resistances of Staphylocucci in a General Hospital, paper 
presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. (5) Doniger, D. E., & 
Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (6) Royer, A.: Changes in Resistance to Various 
Antibiotics of Staphylococci and Other Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, 
Washington, D. C., Oct. 2-4, 1957. (7) Hasenclever, H. FE: J. lowa M. Soc. 47:136, 1957. (8) Josephson, 
J. E., & Butler, R. W.: Canad. M.A.J. 77:567 (Sept. 15) 1957. (9) Rhoads, PR S.: Postgrad. Med. 21:563, 
1957. (10) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. 
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IN VITRO SENSITIVITY OF FOUR COMMON PATHOGENS 
TO CHLOROMYCETIN FROM 1952 TO 1956* 


STAPHYLOCOCCUS PYOGENES 


ESCHERICHIA COLI 


PROTEUS MIRABILIS 
89% 


64% 


PSEUDOMONAS AERUGINOSA 


38% 
25% 
(102 STRAINS) 15% 

17% 


29% 


t) 10 20 30 40 50 60 7 80 90 100 
* Adapted from Roy and others.* 


3 
4 
2 1954 
~ 
1952 
4 


VIRGINIA MEDICAL MONTHLY 


(Founded by Landon B. Edwards, M. D., April 1874) 


PUBLISHED MONTHLY BY THE MEDICAL SOCIETY OF VIRGINIA 


TABLE OF CONTENTS 
GUEST EDITORIAL 
The Shape of a State of Mind—Clifford Dowdey 
Harry J. WartHeEn, M.D. ORIGINAL ARTICLES 
: ; Anticoagulants, Theoretical Considerations and Laboratory 
eae aw Control—Henry G. Kupfer, M.D., and D. R. Kinne, 
M.T. (ASCP) 
Prophylactic Anticoagulant Therapy Following Myocardial 
Infarction—James B. Twyman, M.D 
Ectopic Pregnancy—H. Hudnall Ware, Jr., M.D., Frank 
S. MD. A; Rede, M.D, Robert G. Preder. M.D, Wallace D. 
Lilly, M.D., and Robert B. Groves, M. 
Lewis H. Bosuer, Jr., M.D. Developments in Otology Leading up to Stapes Mobiliza- 
tion—George N. Thrift, M.D 
Histopathological Activities Which Influence Mobilization 
Procedures—Houston L. Bell, M.D 
Indications and Contraindications for Stapes Mobilization 
Hues H. Trout, Jr., M.D. —Cary N. Moon, Jr., M. 
Results Expected from Mobilization of the Stapes—G. 
Douglas Hayden, M.D 
Summary and Comments Upon Surgical Treatment of 
Deafness—G. S. Fitz-Hugh, M.D.....-------------- 
C. V. Croumino, M.D. Treatment of Primary Tuberculosis in Children—Edwin 
L. Kendig, Jr., M.D 
The Clinical Use of Dextrotest—James M. Moss, M.D._- 
Primary Glaucoma: Associated with Thrombosis of the 
Central Retinal Veins—Ldwin W. Burton, M.D 
A. Browntey Honcss, M.D. Study of a Virus Epidemic in Rural Public Schools— 
Henry Bernstein, M.D., T. Battaile Sale, B.A., M.Ed._- 
CORRESPONDENCE 
MENTAL HEALTH 
EEG Studies in Monrgolism 
PRE-PAID MEDICAL CARE 
A Revised Blue Shield Contract 
PUBLIC HEALTH 
Regulation of Radiation Exposure by Legislative Means_- 
E, Spencer WATKINS THE MEDICAL SOCIETY OF VIRGINIA 
Sennsiag Réner Medical Legislation in 1958. Report of Committee on 


Legislation 
1105 West Franklin Street MISCELLANEOUS 
Richmond 20, Virginia 


EDITORIAL BOARD 


B. Branton, M.D. 


James L. Hamner, M.D. 


Juuran R. Becxwita, M.D. 


Annual Subscription—$2.00 EDITORIAL 


Dr. Rucker’s Book 
Single Copies—25¢ 


The MontTHLy is not responsible for the opinions and statements of its contributors. 
All advertisements are accepted subject to the approval of the Editorial Board. 


Second-Class Mail privileges authorized at Richmond. Virginia. INDEX TO ADVERTISERS—Page 66 


VIRGINIA MepicaL MONTHLY 


297 
230 
235 
238 
243 
| 245 
247 
249 
251 
253 
255 
258 
260 
262 
: 263 
265 
268 
28 ? 
4 
a 


And it is, oh, such funt 
And I am sure that we shall rue 
The time when we are both 
too old to play 
The game of “Booh”! 
—EUGENE FIELD 


You can specify 


Pablum Oatmeal is rich in Vitamin B 
that reduces irritability while further- 
ing growth and repair. Natural vitamin 
and mineral content of oats is fortified 
in Pablum Oatmeal. Babies love the 
taste and smooth texture, too. For vari- 


PABLUM MIXED CEREAL + BARLEY CEREAL * RICE CEREAL * OATMEAL * HIGH PROTEIN CEREAL AND ASSORTED PAK 


©1958, MEAD JOHNSON &@ CO 


«uth confidence 


® 


ety, baby can find his favorites among 

all five Pablum Cereals... 
the baby cereals made to pharma- -™ 
ceutical standards of quality—espe- 


cially processed for extra smoothness 
and lasting freshness. 


Vain, Droduita DIVISION OF MEAD JOHNSON & CO., EVANSVILLE, INDIANA © MANUFACTURERS OF NUTRITIONAL ANO PHARMACEUTICAL PRODUCTS 
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Doctors, too, 


The reasons are fairly simple. Doctors 
like “Premarin,” in the first place, be- 
cause it really relieves the symptoms of 
the menopause. It doesn’t just mask them 
— it replaces what the patient lacks — 
natural estrogen. 

Furthermore, if the patient is suffer- 
ing from headache, insomnia, and arth- 
ritic-like symptoms before the menopause 
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like “Premarin” 


and even after, “Premarin” takes care 
of that, too. 

Women, of course, like “Premarin,” 
too, because it quickly relieves their 
symptoms and gives them a “sense of 
well-being.” 


“PREMARIN? 


conjugated estrogens (equine) 


Seat 


VIRGINIA MepicaL MontTHLY 


| 
« 
| 


Powder Insufflation 


Tablet Insertion 


Floraquin Rebuilds the Defense 
Mechanism in Vaginitis 


Combined office and home treatment with Floraquin 


provides a comprehensive regimen which encourages restoration 
of the normal “acid barrier” to pathogenic infection. 


Vaginal secretions normally show a high 
degree of protective acidity (pH 3.8 to 4.4). 
When this “acid barrier” is disturbed, growth 
of benign Déderlein bacilli is inhibited and 
that of pathogens encouraged. Floraquin not 
only provides an effective protozoacide and 
fungicide (Diodoquin®) destructive to path- 
ogenic trichomonads and yeast, but also 
furnishes sugar and boric acid for reestab- 
lishment of the normal vaginal acidity and 
regrowth of the normal protective flora. 
Suggested Office Floraquin Insufflation 

“... the vagina is treated daily by swab- 
bing with green soap and water, drying and 
insufflation of Floraquin powder.”* 


Vor. 85, May, 1958 


Suggested Home Floraquin Treatment 

“The patient is also issued a prescription 
for Floraquin vaginal suppositories which 
she is instructed to insert high into the vagina 
each evening. On the morning following each 
application of these suppositories, the patient 
should take a vinegar water douche. .. .”* 

A Floraquin applicator is supplied with 
each box of 50 Floraquin tablets. G.D. Searle 
& Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 


(Sept.) 1956. 
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COMPREHENSIVE VAGINITIS REGIMEN 
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C PETN + © ATARAX) 


TeTRaniTRATE) (RAND OF HYOROKYZINE) 


ET. ? For cardiac effect: PETN is “. .. the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . . . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
“20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 


continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 


Change 


soothes the agitated mind 


and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 


fixed proportions 


of natural belladonna 


alkaloids on the 


gastrointestinal tract. 


LBARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES ee: COM PANY, Richmond, Virginia 
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(CHLOROTHIAZIDE) 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


e The only orally effective nonmercurial agent 


with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


e Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for 'DIURIL’: 

Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 


May be of value to relieve fluid retention compli- 
cating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL’ 
(chlorothiazide); bottles of 100 and 1,000. 


"DIURIL’ and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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as sumple 


PERTENSION 


INITIATE 'DIURIL’ THERAPY 


'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 


The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is ad- 
justed as indicated by patient response. If the 
patient is established on a ganglionic blocking 
agent (e.g., 'INVERSINE') this should be con- 
tinued, but the total daily dose should be imme- 
diately reduced by 25 to 50 per cent. This will 
reduce the serious side effects often observed with 
ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 
BENEFITS: 

@improves and simplifies the management of hypertension 
@ markedly enhances the effects of antihypertensive agents 


® reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 
®@smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 
Smooth, more trouble-free manage- 
ment of hypertension with ‘DIURIL’ 
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Specializing in yout patients. 
HOSPITAL, MEDICAL and SURGICAL | 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid“ 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 


Sa, 


) HEALTH 
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Standard formulas for WELL INFANTS 


Since age, appetite and digestive capacity 
vary, hospital practice favors an individual- 
ized formula for each infant. 

The total daily feeding usually amounts to 2 
ounces of milk per pound of body weight, plus 
1 ounce of Karo Syrup with enough water to 
satisfy fluid requirements. 

The newborn usually takes from 2 to 3 ounces 
of formula per feeding; the very young infant, 
4 to 5 ounces—the daily quota yielding over 
50 calories for each pound the infant weighs. 
The quantity per feeding should not exceed 
8 ounces. 

Newborns are fed at 3 to 4 hour intervals 
throughout the 24-hour period—the 2 or 3 
A.M. feeding is discontinued after the neo- 
natal period. In the third or fourth month the 
10 or 12 P.M. feeding is discontinued, once 
the infant fails to awaken for the bottle. 
Standard but individualized formulas which 
constitute the hospital infant feeding regimen 
are shown here. 


WHOLE MILK FORMULAS 
Each 
Age Cow's Milk Water KARO Feeding Feedings 


Months Fluid Oz. Oz. Tbsp. Oz. in 24 Hrs. 
Birth 


EVAPORATED MILK FORMULAS 


vap. Each 
Age Milk Water KARO Feeding Feedings 
Months Fluid Oz. . Tbsp. Oz. in 24 Hrs. 


Birth 
1 


ADVANTAGES OF KARO®IN INFANT FEEDING 


Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- 
idly transformed into dextrose which 
requires no digestion. 
Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as 
many calories as similar milk modi- 
fiers in powdered form. 

Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 
Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 
Free to Physicians—Book of 
Infant Feeding Formulas with con- 
venient schedule pads. Write: 


gm, Medical Division 


SSS: CORN PRODUCTS REFINING COMPANY 
*eas* 17 Battery Place, New York 4, N.Y. 
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Unusual Antibacterial and Anti-infective Properties. More rapid ab- 
sorption ... higher and better sustained plasma concentrations . . . more 
soluble in acid urine than other sulfonamides... freedom from crystal- 


luria and absence of significant accumulation of drug, even in patients 
with azotemia. ! 


Unprecedented Low Dosage. Less sulfa for the kidney to cope with... 
yet fully effective. A single daily dose of 0.5 to 1.0 Gm. (1 to 2 tablets) 
maintains higher plasma levels than 4 to 6 Gm. daily of other sulfonamides 
—a notable asset in prolonged therapy. 2 


New Control Over Sulfonamide-sensitive Organisms. KyNex maintains 
the prolonged, high tissue concentrations of primary importance in treat- 
ment of urinary infections...a therapeutic asset toward preventing 
manifest pyelonephritis as a complication of persistent bacteriuria during 
pregnancy and puerperium. Maintenance of sterile urine in such patients 
was accomplished with 1 tablet of KYNEx daily. 3 


Sutfametnoxypyricazine Lecerie 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, 
followed by 0.5 Gm. (1 tablet) every day thereafter, or 1 Gm. every other 
day for mild to moderate infections. In severe infections where prompt, 
high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. Dosage in children, according to weight; i.e., a 
40 lb. child should receive !4 of the adult dosage. It is recommended that 
these dosages not be exceeded. 


KYNEX —WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (714 grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 
mg. of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


References: 1. Grieble, H. C. and Jackson, G. G.: Prolonged Treatment of Urinary-Tract Infections 
with Sulfamethoxypyridazine. New England J. Med. 258:1-7, 1958. 2. Editorial New England J. Med. 
258:48-49,1958. 3. Jones, W. F., Jr.and Finland, M., Sulfamethoxypyridazine and Sulfachloropyridazine. 
Ann. New York Acad. Se. 60:473-483, 1957. 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pear! River, New Y 
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Naumann, D. 4 
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| When tetracycline therapy is indicated — 

; References: 1. Council on Dru M.A.: 
J.A.M.A. 166:52, 1958. 2. Pulaski, E. J.: Prac- 
— D. E., and Casson, K.: Anti- 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2,791,609 


3 


Tetrex requires no “activating additive” 


— it is purely tetracycline phosphate complex, with an inherent, 
chemically unique property of being rapidly and efficiently 
absorbed. 

Each Tetrex Capsule contains: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg. 
Excipient: Lactose q.s 


2 Tetrex produces "peak high’ tetracycline 
serum levels 


— over 5000 human blood determinations after oral or intramus- 
cular administration have consistently demonstrated fast, high, 
prolonged serum levels in patients of all ages.3+5-7-8-9-10.11,12,13,14,15 


3 Tetrex has an impressive documented 
record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with 5 published clinical reports by 9 investigators 
on 826 patients.**”*'° Clinical evaluation: “should probably 
be considered an improvement over, and an ultimate replace- 
ment for, the older tetracycline hydrochloride.” ® 


BRISTOL LABORATORIES INC., Syracuse, New York 
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For Speedier Return to Normal Nutrition 


and the Medically Acceptable 
Reducing Diet 


§ any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 


Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 


Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 


Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 


In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for the patient 
to adhere to the restrictions imposed 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize 
major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 
* + 


O a new high in anti-inflammatory effects with lower dosage 


(averages li, less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


Q No sodium or water retention 
O No potassium loss 
Q No interference with psychic equilibrium 


Q Low incidence of peptic ulcer and osteoporosis 
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Biological Effects 


with 
particular emphasis 


on: 


Kidney function 


Animal studies on an1stocorT! have not dem- 
onstrated any interference with creatinine or 
urea clearance. Autopsy surveys of organs of 
animals on prolonged study of this medication 
have shown no renal damage. 


Sodium and water 


ARISTOCORT produced an increase of 230 per 
cent of water diuresis and 145 per cent sodium 
excretion when compared to control animals.* 
Metabolic balance studies in man revealed 
an average negative sodium balance of 0.8 
Gm. per day throughout a 12-day period on a 
dosage of 30 mg. per day.” Additional balance 
studies showed actual sodium loss when 
ARISTOCORT was given in doses of 12 mg. 
daily.* Other investigators observed significant 
losses of sodium and water during balance 
studies and that those patients with edema 
from some older corticosteroids lost it when 
transferred to an1stocorT.** In two studies of 
various rheumatic disorders (194 cases) on 
prolonged treatment, sodium and water reten- 
tion was not observed in a single case.®:7 


Potassium and chlorides 


There was no active excretion of potassium 
or chloride ions in animals given mainte- 
nance doses of aRistocortT 25 times that 
found to be clinically effective.! Potassium 
balance studies in humans** revealed that 
negative balance did not occur even with 
doses somewhat higher than those employed 
for prolonged therapy in rheumatoid arthri- 
tis. Hypokalemia, hyperkalemia or hypochlo- 
remia did not occur, when tested, in 194 
patients with rheumatoid arthritis treated for 
up to ten and one-half months.*:* 


Calcium and phosphorus 


Phosphate excretion in animals! was not 
changed from normal even with amounts 25 
times greater (by body weight) than those 
known to be clinically effective. Human met- 
abolic balance studies* demonstrated that no 
change in calcium excretion occurred on dos- 
ages usually employed clinically when the 
compound is administered for its anti-inflam- 
matory effect. Even at a dosage level twice 
this, slight negative balance appeared only 


during a short period. 


Protein and nitrogen balance 


Positive nitrogen balance was maintained dur- 
ing a human metabolic study on mainte- 
nance dosage of 12 mg. per day.* At dosages 
two to three times normal levels, positive bal- 
ance was maintained except for occasional 
short periods in metabolic studies of several 
weeks’ duration.23 

There was always a tendency for normali- 
zation of the A/G ratio and elevation of blood 
albumin when aristocort was used in treat- 
ing the nephrotic syndrome.® 
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Liver glycogen deposition and 
inflammatory processes 


An intimate correlation exists between the 
ability of a corticosteroid to cause deposition 
of glycogen in the liver and its capacity to 
ameliorate inflammatory processes. 

In animal liver glycogen studies, relative 
potencies of ARISTOCORT over cortisone of up 
to 40 to 1 have been observed. Compared to 
ARISTOCORT, five to 12 times the amount of 
prednisone is required to produce varying but 
equal amounts of glycogen deposition in the 
liver.! 

Most patients show normal fasting blood 
sugars on aristocorT. Diabetic patients on 
ARISTOCORT may require increased insulin 
dosage, and occasional latent diabetics may 
develop the overt disease. 


Gastric acidity and pepsin 


Central nervous system 


Anti-inflammatory potency of ARISTOCORT 
was determined by both the asbestos pellet’ 
and cottonball® tests. It was found to be nine 
to 10 times more effective than hydrocortisone 
in this respect. 


The precise mode of ulcerogenesis during 
treatment with corticosteroids is not known. 
There is much experimental evidence for be- 
lieving this may be related to the tendency of 
these agents to increase gastric pepsin and 
acidity—and this cannot be abolished by vagot- 
omy, anticholinergic drugs or gastric antral 
resection.'® Clinical studies" of patients on 
ARISTOCORT revealed that uropepsin excretion 
is not elevated. Further, their basal acidity 
and gastric response to histamine stimulation 
were within normal limits. 


The tendency of corticosteroids to produce 
euphoria, nervousness, mental instability, oc- 
casional convulsions and psychosis is well 
known.'* The mechanism underlying these 
disturbances is not well understood. 

ARISTOCORT, on the contrary, does not pro- 
duce a false sense of well being, insomnia or 
tension except in rare instances. In the treat- 
ment of 824 patients, for up to one year, not 
a single case of psychosis has been produced. 
In general, it appears to maintain psychic 
equilibrium without producing cerebral stim- 
ulation or depression. 
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The Promise of A\ristOCOrt 


@) It is axiomatic to afhrm that the undesirable 
collateral hormone effects of corticosteroids 
increase in frequency and severity the higher 
the dosage and the longer used. 

It has also become well recognized that the 
most serious of the major side effects from 
long-term corticosteroid treatment are peptic 
ulcers, osteoporosis with fracture, drug psy- 
chosis and euphoria, and sodium and water 
retention leading often to general tissue 
edema and hypertension. 

It is significant that of the close to 400 pa- 
tients on the lower dosage schedules found 
effective in bronchial asthma and dermato- 
logic conditions, only 1 case of peptic ulcera- 
tion has developed. No other of the above 
side effects have been observed even though 
ARISTOCORT was administered continuously 
to them for periods as long as one year. 

The treatment of rheumatoid arthritis with 
steroids appears to result in the highest inci- 
dence of side effects. For this reason, the side 
effects associated with arntstocorT therapy in 
292 patients with rheumatoid arthritis are 


reported below. 


Peptic Ulcer 


The occurrence of peptic ulcer in 292 pa- 
tients with rheumatoid arthritis treated con- 
tinuously for up to one year with ARISTOCORT 
is approximately | per cent (2 of the 3 
occurred in patients transferred from predni- 
sone). In the remaining 532 cases recently 
analyzed, only one ulcer has been discovered 
in a patient who apparently had no ulcer 
when he was changed from another steroid. 


in Reduction of Side Effects 


Osteoporosis and 
Compression Fractures 


The occurrence of osteoporosis with com- 
pression fracture in 292 patients with rheu- 
matoid arthritis treated continuously for up to 
one year with aristocorT is 0.33 per cent 
C1 case"). Although these results are encour- 
aging, determination of the true incidence 
of osteoporosis will have to await the passage 
of more time. 


Euphoria and Psychosis 


The euphoria so commonly produced by all 
previous corticosteroids has seemed a most 
desirable attribute to patients. In penalty, 
however, they have often later to pay for this 
by mental disturbances, varying from mild 
and transitory to severe depression and psy- 
chosis,* and toxic syndromes producing even 
convulsions and death.* 

Since the onset of these complications is not 
directly related to duration of steroid admin- 
istration,* the fact that not one case of psy- 
chosis occurred in 824 patients treated with 
ARISTOCORT, is most encouraging. 
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Sodium Retention—Hypertension- 
Potassium Depletion 


When 17 patients were changed from predni- 
sone to ARISTOCoRT, rapidly lost weight al- 
though only one had had visible edema.® 
Sodium and water retention, hypokalemia 
or hyperkalemia and steroid hypertension did 
not appear in 194 rheumatoid arthritis pa- 
tients treated with 
The interrelation between blood and body 
sodium, and steroid hypertension has long 
been generally appreciated.*"* Except in 
rare instances, or when unusually high doses 
are used (e.g., leukemia), the problem of 


and water retention, has been eliminated 
with ARISTOCORT. 


Minor Side Effects 


Collateral hormonal effects of less serious con- 

sequence occurred with approximately the 

same frequency as with the older corticoster- 

oids.' These include erythema, easy bruising, 

acne, hypertrichosis, hot flashes and vertigo. 

Several investigators have reported symptoms 

not previously described as occurring with 

corticosteroid therapy, e.g., headaches, light- 

headedness, tiredness, sleepiness and occa- 
. sional weakness. 

Moon facies and buffalo humping have 

been seen in some patients on ARISTOCORT. 

However, aristocort therapy, in many in- 

stances, resulted in diminution of “Cushin- 

goid” signs induced by prior therapy. Where 

this occurs, it may be related to reduced 

dosage on which patients can be maintained. 


Reduction of dosage 
by one-third to one-half 


In a double-blind study of comparative dos- 
age in patients with rheumatoid arthritis,® 
70 per cent of the cases were as well controlled 
on a dose of arntstocorT one-half that of pred- 
nisone. A general recommendation can be 
made that aristocorT be used in doses two- 
thirds that of prednisone or prednisolone in 
the treatment of rheumatoid arthritis. There 
are individual variations, however, and each 
patient should be carefully titrated to produce 
the desired amount of disease suppression. 
Comparative studies, of patients changed 
from prednisone, indicate reduced dosage of 
aristocort in bronchial asthma and allergic 
thinitis (33 per cent),® and in inflammatory 
and allergic skin diseases (33-50 per cent)."*"" 


edema and hypertension caused by sodium’ 


General Precautions and 
Contraindications 


Administration of aristocort has resulted 
in lower incidence of major serious side 
effects, and in fewer of the troublesome minor 
side effects known to occur with all previously 
available corticosteroids. However, since it is 
a highly potent glucocorticoid, with profound 
metabolic effects, all traditional contraindica- 
tions to corticosteroid therapy should be ob- 
served. 

No precautions are necessary in regard to 
dietary restriction of sodium or supplementa- 
tion with potassium. 

Since arnistocorrt has less of the traditional 
side effects, the appearance of sodium and 
water retention, potassium depletion, or 
steroid hypertension cannot be used as signs 
of overdosage. As a rule patients will lose 
some weight during the first few days of 
treatment as a result of urinary output, but 
then the weight levels off. 

Patients do not develop the abnormally 
voracious appetite Common to previous corti- 
costeroid administration. In fact, some patients 
experienced anorexia, and it is advisable to 
inform patients of this and to recommend 
they maintain a normal intake of food, with 
emphasis on liberal protein intake. 

While precipitation of diabetes, peptic 
ulcer, osteoporosis, and psychosis can be ex- 
pected to appear rarely from ARISTOCORT, 
they must be searched for periodically in 
patients on long-term steroid therapy. 

Traditional precautions should be observed 
in gradually discontinuing therapy, in meet- 
ing the increased stress of operation, injury 
and shock, and in the development of inter- 
current infection. 

There is one overriding principle to be ob- 
served in the treatment of any disease with 
ARIsTOcORT. The amount of the drug used 
should be carefully titrated to find the smallest 
possible dose which will suppress symptoms. 
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The Promise of 


(Qaristocort therapy has been intensely and 
extensively studied for periods up to one year 
on 292 patients with rheumatoid arthritis. 


Significant is the fact that most patients were 
severe arthritics, transferred to ARISTOCORT 
from other corticosteroids because satisfactory 
remission had not been attained, or because 
the seriousness of collateral hormonal effects 
had made discontinuance desirable. 


Results of treatment 


Freyberg and associates’ treated 89 patients 
with rheumatoid arthritis (A. R. A. Class II 
or III and Stage II or II1). Of these, 51 were 
on aRIsTocorT therapy from three to over 10 
months. In all but a few patients, satisfactory 
suppression of rheumatoid activity was ob- 
tained with 10 mg. per day. Thirteen were 
controlled on 6 mg. or less a day, and for 
periods to 180 days. The investigators reported 
therapeutic effect in most cases to be A. R. A. 
Grade II (impressive) and that marked re- 
duction in sedimentation rates occurred. 

Another interesting observation in this 
study: Of the 89 patients treated, 12 had ac- 
tive ulcers, developed from prior steroid ther- 
apy. In six patients, the ulcers healed while 
on doses of ARISTOCORT sufficient to control 
arthritic symptoms. 

Hartung” treated 67 cases of rheumatoid 
arthritis for up to 10 months. He found the 
optimum maintenance dose to be 11 mg. per 
day. Nineteen of these patients were treated 
for six to 10 months with an “excellent” thera- 
peutic response. 


in Rheumatoid Arthritis 


Dosage and course of therapy 


The initial dosage range recommended is 14 
to 20 mg. per day—depending on the severity 
and acuteness of signs and symptoms. Dosage 
is divided into four parts and given with 
meals and at bedtime. Anti-rheumatic effect 
may be evident as early as eight hours, and 
full response often obtained within 24 hours. 
This dosage schedule should be continued 
for two or three days, or until all acute mani- 
festations of the disease have subsided, 
whichever is later. 

The maintenance level is arrived at by re- 
duction of the total daily dosage in decre- 
ments of 2 mg. every three days. The range 
of maintenance therapy has been found to 
be from 2 mg. to 15 mg. per day—with only 
a very occasional patient requiring as much 
as 20 mg. per day. Patients requiring more 
than this should not be long continued on 
steroid therapy. 

The aim of corticosteroid therapy in rheu- 
matoid arthritis is to suppress the disease only 
to the stage which will enable the patient to 
carry out the required activities of normal 
living or to obtain reasonable comfort. The 
maintenance dose of aristocorT to achieve 
this end is arrived at while making full use of 
all other established methods of controlling 
the disease. 

ARISTOCORT is available in 2 mg. scored tablets 
(pink); 4 mg. scored tablets (white). Bottles 
of 30. 
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The Promise of /A\ristOCort 


) About 200 patients with respiratory allergies 
have been treated with aristocort for con- 
tinuous periods up to eight months. 


Results of treatment 


Sherwood and Cooke':? gave aristocorT to 
42 patients with bronchial asthma and allergic 
rhinitis. Average dose needed to control the 
asthmatic group was approximately 6 mg. per 
day (range, 2 to 14 mg. ). Results, which were 
called “good to excellent” in all but four, were 
achieved on one-third less than similarly ef- 
fective doses of prednisone or prednisolone. 

The investigators noted other major im- 
provements in aristocort therapy over the 
older steroids. There was no increase in blood 
pressure in any patient: on the contrary, in 
12 patients, there was reduction of pressure 
when they were transferred to ARISTOCORT. 
One patient had required auxiliary antihyper- 
tensive drug therapy; over a nine-week period 
on Aristocort, the pressure gradually fell 
from 206/100 to 136/79. In another case, the 
pressure slowly dropped from 205/105 to 
154/86. 

The number of cases in which these inves- 
tigators tried aristocort in allergic rhinitis 
was not large enough to provide significant 
averages. However, the range of effective ther- 
apy was from 2 to 6 mg. per day. These strik- 
ingly low daily doses resulted in control of all 
signs and symptoms. 

Schwartz’ treated 30 patients with chronic, 
intractable bronchial asthma. At an average 
daily dose of 7 mg., he reported “good to ex- 
cellent” results in all but one. Spies,* Barach® 
and Segal,® reported similar results at aver- 
age daily maintenance doses of 4 to 10 mg. 
of ARISTOCORT. 


in Respiratory Allergies 


Dosage and course of therapy 


The initial dosage range recommended is 8 to 
14 mg. of artstocort daily. Although a rare, 
very severe case may require more than this on 
the first day of therapy, these dosages will 
usually result in prompt alleviation of dyspnea, 
wheezing and cyanosis. Patients are soon able 
to carry out a normal span of daily activity. 

The maintenance level is arrived at by re- 
duction of the total daily dose every three 
days in decrements of 2 mg.; in the over-all 
series, the average daily dose for bronchial 
asthma is approximately 8 to 10 mg. and for 
allergic rhinitis, 2 to 6 mg. per day. All total 
daily doses should be divided into four parts 
and given with meals and at bedtime. As in 
every condition where corticosteroids are em- 
ployed, each patient's treatment should be 
individualized and the maintenance arrived 
at by careful titration against signs and symp- 
toms of disease. 

Patients with chronic bronchial asthma may 
require steroid therapy for several months. 
And since asthma may be associated with 
cardiac disease, especially in the older age 
groups, ARISTOcoRT is particularly useful be- 
cause of its ability to cause excretion of 
sodium and water. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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The Promise of Aristocort 


in Nephrotic Syndrome 


0 Fourteen patients with the nephrotic syn- 
drome have been treated with arnistocort for 
continuous periods of up to six weeks. 


Results of treatment 


Hellman and associates’? noted that 
ARISTOCORT, because of its favorable electro- 
lyte effects, may well be the most desirable 
steroid to date in treatment of the nephrotic 
syndrome. However, thus far its use has been 
reported in only 14 children, of whom 8 had 
a complete diuresis and disappearance of all 
abnormal chemical findings. Four of the pa- 
tients had diuresis, but continued to show 
some abnormal chemical findings, while two 
patients with signs of chronic renal disease 
failed to respond. 


Dosage and course of therapy 


In order to produce maximal response, 20 mg. 
should be given daily until diuresis occurs. 
The dose should then be decreased gradually 
and maintained around 10 mg. a day. After 
the patient has been in remission for some 
time, it may be advisable to diminish the dose 
gradually and discontinue aRIsTocoRT. 


in Pulmonary Emphysema 
and Fibrosis 


0 Eleven patients with pulmonary emphysema 
and/or fibrosis were treated with ARISTOCORT 
for continuous periods of over two months. 


Results of treatment 


Only small series of cases observed by Barach,’ 
Segal, and Cooke,® are available. Barach 
treated patients who were not adequately con- 
trolled by prednisone, with the same dose of 
ARISTOCORT with significant improvement. 


Dosage and course of therapy 


The initial suppressive dose range recom- 
mended is 10-14 mg. daily. Frequently, there 
is a prompt decrease in cyanosis and dyspnea, 
with increase in vital capacity. 

The average maintenance dose level was 
8 mg. a day. If it is desired to maintain a pa- 
tient on continuous therapy for some months, 
dosages as low as 2 mg. a day have been suc- 
cessful. All decreases in dosage should be 
gradual and at a rate of 2 mg. decrements in 
total daily amount, every two to four days. 
The daily dosage is divided into four parts and 
given with meals and at bedtime. 
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in Neoplastic Diseases 


QO Forty four children and adults have been 
given aristocort for palliative treatment of 
acute leukemia, chronic lymphatic leukemia, 
lymphosarcoma, lympholeukosarcoma and 
Hodgkin's disease. 


Results of treatment 


Farber® has treated 22 children with acute 
leukemia for an average of three weeks. Of 
the 17 observed long enough to judge the 
efhcacy of the medication, he rated five as 
excellent, three as good, two as fair and seven 
as poor responses. 

Hellman and associates’ gave ARISTOCORT 
to a group of patients with the various lym- 
phomas in doses of 40 to 50 mg. a day—occa- 
sionally up to 100 milligrams. Treatment was 
continued in some cases for 17 weeks. Re- 
sponse was classified as good for the palliative 
purposes for which the drug was given. 


Dosage and course of therapy 


Massive initial suppressive doses of 40 to 50 
mg. per day in children (1 mg./kg./day) and 
up to 100 mg. a day in adults have been 
administered. 

Responses to any specific dosage in these 
conditions vary so widely that only a general 
dosage range can be indicated. Treatment 


must be individualized; rate of reduction in 
dosage and determination of maintenance 
levels cannot be categorized. 


Miscellaneous 


Patients with various other diseases have been 
treated by several clinical investigators. These 
include patients with osteoarthritis, acute bur- 
sitis, rheumatic fever, spondylitis, other 
“collagen-vascular” diseases (dermatomyositis, 
etc. ), thrombocytopenic purpura, chronic eosi- 
nophilia, hemolytic anemia, diuretic-resistant 
congestive heart failures, and adrenogenital 
syndrome. 

There have not been sufficient patients in 
any of the above categories to permit defini- 
tive treatment schedules to be finally estab- 
lished for antstocort. Additional studies are 
now in progress and physicians desiring in- 
formation on any of these diseases are re- 
quested to write to Lederle Laboratories, Pearl 
River, New York for available data. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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The Promise of Aristocort 


in Inflammatory and 
Allergic Skin Diseases 


0 Over 200 patients with allergic and inflamma- 
tory skin diseases (including psoriasis, atopic 
dermatitis, exfoliative dermatitis, pemphigus, 
dermatitis herpetiformis, eczematoid derma- 
titis, contact dermatitis and angioneurotic 
edema) have been treated continuously with 
ARISTOCORT for periods of up to eight months. 


Results of treatment 


Rein and associates‘ treated 26 patients with 
severe dermatitis. Twenty-four had been on 
prednisone when changed to ARISTOCORT. 
While some had found satisfactory sympto- 
matic relief, others had also developed side 
effects—moon face, buffalo hump, increased 
appetite with excessive weight increases and 
gastro-intestinal disturbances. 

These investigators determined the equiva- 
lent dosage of arisTocorT to be approximately 
two-thirds that required to control symptoms 
on the previous corticosteroid. Thirteen of the 
26, who had developed moon face, noted 
either an actual decrease or no further in- 
crease when transferred to arnistocorT. In 
addition: Voracious appetites disappeared, 
with loss of weight in 11 patients; there was 
no elevation in blood pressure, and no neces- 
sity to restrict sodium or administer supple- 
mental potassium. Sherwood and Cooke,” and 
Shelley and Pillsbury® obtained similar results 
in allied disorders. 

Hollander* first observed that arisTOCORT 
appears to have striking affinity for the skin 
and great activity in controlling such diseases 
as psoriasis, for which other corticosteroids 
have been indifferently effective. Shelley and 
Pillsbury,> in 50 cases of acute extending 
psoriasis found that over 60 per cent were 


markedly improved. 


Dosage and course of therapy 


The recommended initial suppressive dose 
range is 14 to 20 mg. per day. In very severe 
cases, temporary dosages up to 32 mg. a day 


have been successfully employed. Once le- 
sions are suppressed, gradually reduce dose 
to the maintenance level—which may be as 


low as 2 mg. per day. 
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in Disseminated Lupus 
Erythematosus 


0 Forty patients with disseminated lupus ery- 


thematosus were treated with aRIstocorT for 
continuous periods of up to nine months. 


Results of treatment 


Patients have responded very promisingly to 
therapy. Dubois’ has had the largest single 
experience (28 cases) with aristocort in the 
treatment of this disease. He reported 25 of 
the 28 responded favorably. 

Freyberg,” Hartung,* Hollander,‘ Spies,® 
and Segal,® each in smaller series of cases, 


reported similarly good therapeutic responses. 


Dosage and course of therapy 


The initial suppressive dose recommended is 
20-30 mg. daily. Once the desired effect is 
achieved, the dose should be reduced gradu- 
ally to maintenance levels (3 to 18 mg. per 
day). 

In severely ill patients large doses may be 
required for several days in order to preserve 
life. Even on these large doses, edema and 
sodium retention have not occurred. 

ARISTOCORT is available in 2 mg. scored tab- 
lets (pink); 4 mg. scored tablets (white). 
Bottles of 30. 
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dicarbamate 


Literature and samples on request. 


@ WALLace LABORATORIES, New Brunswick, N. J. 


MEPROSPAN THERAPY MEPROSPAN THERAPY 
i 
© trace -mane 
. 
Vor. 85, May, 1958 19 


How to friends 


Childrens Size 


The Best Tasting 
Aspirin you can prescribe. 


The Flavor Remains Stable 
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“tt has a high degree of clinicai 
safety... It is considered 

to be the preferred antimalarial 
drug for treatment of disorders i 

of connective tissue, because ¥ 


of the low incidence of gastrointestinal 
distress as compared to that 


with chloroquine phosphate.” 


. . Plaquenil is decidedly less toxic and better 
tolerated by the average patient, even in high 
dosage, than is chlorequine.”” 
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3. Cornbleet, Theodere: Arch. Dermat. 73:57%, June, 1956. and Plaquenil (brand of hydroxyehloroguis 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.""' “Pain 


in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ "2 


be £ ; 
© 


MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
rheumatoid arthritis relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 


(c) physical distress . . . and may 
thereby help prevent deformity and 


involves h oth disability in more arthritic patients 
to a greater degree than ever before. 
SUPPLIED: Multiple Compressed 


ar. | Tablets in bottles of 100, in three 
joints ali formulas: 
MEPROLONE-5—5.0 mg. prednisolone, 
400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
musc es MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 


dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 


prednisolone in the same formula as 
MEPROLONE-2. 

1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 


2. Merck Manual: Lyght, C. E.. p. 1102 (Ninth 
i Edition, Merck & Co., Inc., Rahway, N. J. 1956). 
> 


MEPROLONE 


THE FIRST MEPROBAMATE PREDNISOLONE THERAPY 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 


relieves both 
muscle spasm 


and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., INc. 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl ... 


Pheniramine maleate 


Pyrilamine maleate ....... 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


*Trademark. 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or 4% Triaminic Juvelet. 


Triaminic: 


SMITH-DORSEY «a division of The Wander Company + Lincoln, Nebraska « Peterborough, Canada 
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NEW TREATMENT 


PROPHYLAXIS 


‘Cardilate’ tablets 7 shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*"Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial tascet 


diuretic | E © HYD N’ 


é BRAND OF CHLORMERODRIN 
LAKESIDE 
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ages 


insulin: 


"Most likely candidate 
for ORINASE" 


now more than 
250,000 diabetics enjoy 
oral therap 


ORINASE 


REG. U.S. PAT OFF. —TOLBUTAMIDE, UPJOHN 


| 
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A unique new combination 


with wide clinical usefulness 


Quite often, when children are administered 
an analgesic, a mild sedative is also indi- 
cated, to avoid the restlessness which fre- 
quently occurs as pain lessens. 


In BUTAPAP, for the first time, this 
unique combination of drugs in easy-to-take 
liquid form provides a preparation that is 
highly useful wherever the allaying of pain 
or discomfort, fever, or restlessness is de- 
sired. 


é 


In BUTAPAP the potent analgesic effect 
of acetyl-p-aminophenol is potentiated by 
the inclusion of butabarbital sodium. The 
resultant effectiveness against pain and 
discomfort, and the unusual antipyretic ; 
action of acetyl-p-aminophenol, are rein- } — 5 cc. teaspoonful of tasty 
forced by the sedative action of the buta- 


: t tal Sodium gr. 
barbital sodium, providing a preparation 


mg. 
Acetyl-p-aminophenol (2 gr.) 120.0 mg. 
with wide clinical usefulness, : 


se: 


CLINICAL SAMPLES SENT 


UPON REQUEST 
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Monilial overgrowth 
is a factor 


CAPSULES contain 250 mg. tetracyctine HC! ACHROSTATIN ¥ combines ACHROMYCINT V 
equivalent (phosphate-buffered) and 250,000 ...the new rapid-acting oral form of AcCHROMyYcINtT 


(cRerry- Tetracycline... noted for its outstanding 
mint flavored) Each 5 cc. teaspoonful contains 


125 effectiveness against more than 50 different infections 
phate-buffered) and 125,000 units Nystatin. ...and NysTATIN ...the antifungal specific. 
: ACHROSTATIN V provides particularly effective 
aa herapy for those pati 
per day) im the average adult is 4 capsules or to monilial overgrowth during a protracted course 


8 tsp. of AcHRosTATIN V per day, equivalent of antibiotic treatment. 
to 1 Gm. of AcHromycin V. 


LEDERLE LABORATORIES DIVISION, AMERICAN —YANAMID COMPANY, PEARL RIVER, WN. Y. 
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NICOZOKL. w/Reserpine 


for the aged patient 


. when mental decline 
is complicated by 


marked agitation 


NICOZOL w/Reserpine 


helps reverse cerebral 
deterioration . ... while it 


stimulates body function . . . 


and calms the emotions. 


for a 3-way synergistic action. . . 
Each tablet NICOZOL w/Reserpine contains: 


x * 
Pentylenetetrazol 100 mg. (cerebral stimulant & analeptic ) 
| pS 50 mg. ( vasodilator ) AT HOME 
Reserpine mg. (tranquilizer-sedative ) 


4 ...NOT 
Clinically Established IN A HOME 


In studies of 75 patients (average age —72), with typical .. . patients who other- 
mental and emotional symptoms together with alternate wise would have re- 
periods of depression and agitation, 87% showed gratifying quired institutionalized 
response to NICOZOL w/RESERPINE, care were managed at 
“This therapy afforded relief of agitation . . . improved home ....? 
memory, 1 Meera sociability, appearance and tidi- Prescribed early, NICO- 
ness. Symptoms of confusion, aggressiveness, hostility ZOL w RESERPINE | 
and disorientation also were relieved.” Fewer side may avoid “later commit- | 
effects were noted. ment to nursing homes or | 
state hospitals.”!.2 
Write for professional RUG 1. Proctor, R. C.: Clin. Med. 6: 717 


samples and literature (June) 1957 
we 2. Proctor, H. ., Bailey, W. H. and 


Morehouse, W. G.: J. Am. Geri- 
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Each double-layered Entozyme 
tablet contains 


mg. 

—released i in the stomach from 

gastric-soluble outer coating 
of tablet. 


Pancreatin, U.S.R mg. 


_—released in the small intestine 
from enteric-coated inner 


ge 

patients, ENTOZYME effectively i 
effectively improves nutrition by 
bridging the gap between 
«Bile Salts. 150mg. digestion. Among patients of all 
OT all ages, it has proved 
drome, subtotal gastrectomy, p iti 
H. ROBINS CO., INC. Pancreatitis, dyspepsia, 
comprehensive digesti ere 
— ment— | 


each of these indications 
or @ tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (¢) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(#) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


fe gives you an 
extra benefit 
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"It happened 
at work 
while he 


Percodan 


Mom his >. a ae ually within 5-15 minut 

felt like ; ually for 6 hours or mo 

fire" in AORE THOROU: 3H RELIEF.. 


mits uninterrupted slee D through the ni 


RARELY CONSTIPATES... 
lent for chronic or bedridden patier 


"He couldn't 
swing a bat 
without 
hurting” 


"But Doctor 


gave him 
some nice 

patient's specific needs. PERCODAN-DeM provides 
the PERGODAN formila with the of salts 
fast" 


iE ADULT DOSE: 1 tablet every 6 hours. 
habit-forming. Available through all pharmacies. 


th PeRcooan> Tablet contains 4.50 


"Dad said 


we'd play ig 

comes home" in Richmond Hill 18, side 


AND THE PAIN 
WENT AWAY FAST 


M Ml HURT BACK REAL BAD 
3 


Bulk—rough or gentle— 
makes the “Regularity” diet work! 


The Regularit Diet 


@ Fruits and vegetables, raw or cooked, are 
high in cellulose. Oranges and apples, beets and 
carrots also provide pectin which absorbs more 
fluid to form especially smooth bulk. 

Whole grains contain cellulose and Vitamin B 
Complex as well. Lots of liquid is important to 
make the cellulose bulky—about 8 to 10 glasses 
a day. And some of it might be beer.* 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 4, 


And may we 
suggest a 
glass of 

beer to 
increase the 


fluid intake? 


For appetite appeal your patient can team apples 
with dates. Raisins or fresh cranberries make a 
tasty surprise in oatmeal muffins. 

When your patient makes these bulk- 
producing foods appetizing, he’s likely to in- 
clude them in his regular diet. 


*An 8-oz. glass of beer supplies about 4 the minimum require- 
ment of Niacin as well as smaller amounts of other B Complex 
vitamins. (Average of American beers) 


ityou’d like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y: 
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Relaxes 


both mind 
and muscle 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 
WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


without 
impairing 
mental or 
physical 
efficiency 


« well suited for 
prolonged therapy 

well tolerated, 
relatively nontoxic 

« no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness 


For ty, te nsion 


and muscle spasm 


everyday practice. 


Supplied : 

400 mg. scored tablets, 

200 mg. sugar-coated tablets. 
Usual dosage : 

One or two 

400 mg. tablets t.i.d. 
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Two-dimensional 
treatment 


of 
the 


Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because ove prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 
dicarbamate. 


Conjugated Estrogens (equine) 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
WW) WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 


4 

= AN IMPORTANT ABVANCE IN MENOPAUSAL ERAPY 7. 
at 
e 


- Zimmerman, E. H.: J.A.M.A, 162:137§ 
Arbesman, C. E.: New York J. Med. 5 SUPPLIED 
Sulzberger, M. B.: New York J. Med. 

. Robinson, H. M., Jr.; Robinson, R. METI-DERM Cream 0.5% an 
Cohen, M. M.: U.S. Armed Forces M. Neomycin, 10 Gm. tubes. 

. Canizares, 0.; Shatin, H., and Rosen 
Med. 55:3583, 1955. 


Sternberg, T. H., and Newcomer, Vj wie 
Treat, €:1102, 1955. SIBLIOGRAPHY 
. Baer, R. L.: J. M. Soc. New Jersey (1) Noolin. B South. M.J 
Wei Boe _18:218. ( Noojin, R. O.: South. M. J. 49:14 
ostgrad. Med 162:1379, 1956. (3) Goldman, L.; Plat form, report 
” and Preston, R.: Met 25:75, 1955. (4) Frank, L., and Stritzle 
son Ivy Dermatitis, to be published. (6) Robinson, R. C. V. and Robineesil to be the mo 
J.B,: New York J. Med. (6) Canizares, 0.; Shatin, H., and Ros 
21. Noojin, R. O4 South. M. J. 49:149, 19 1955. 
2. Goldmang R.. and. Baskel 
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ORTELONE, original . 


ALL DERMATOLOGISTS 
TOPICAL “METI” STEROID PREPARATION FREE 
continuing inde] FROM UNWANTED SENSITIZATION POTENTIAL 


Bergic de 
mective tc 


meti-De 


a) 
> 
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METI-DERM CREAM 0.9% 


DESCRIPTION 5 mg. prednisolone, free alcohol, in each 
gram—nonstaining, water-washable base — 
exerts a therapeutic effect in presence of an 
exudate without being occlusive. 
supplied: 10 Gm. tube. 

Meti—T.M.—brand of corticosteroids. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


‘CTION IN TOPICAL CREAM METI-D28M Cream, 
itory, antiallergic action in the affected area. No syste 
tention, edema and weight gain, have been reported w 


15 potency of 
in 
- Petfective form fo 
WHR pew ox 

MeTI-DERM Cream 0.5%, 10 Gm. tube, 

% 

S>—-HASTENS RECOVERY After local application @ j : 

flatten and fade; edema, erythema and infiltration dim 
‘ — 


At the last accounting,! physicians throughout the coun- 
try had administered at least one dose of poliomyelitis 
vaccine to 64 million Americans—all three doses to an 
estimated 34 million. Undoubtedly, these inoculations 
have played a major part in the dramatic reduction of 
paralytic poliomyelitis in this country. 


NUMBER OF REPORTED CASES 


JUNE 


Incidence of polio in the United States, 1952-1957 
(data compiled from U.S.P.H.S. reports) 


vaccine is plentiful for the job remaining 


7s. wey > There are still more than 45 million Americans under 
\4 (* forty who have received no vaccine at all and many 

i + 7F —ey Vi more who have taken only one or two doses. 
—_ CS = 1S \ As it was phrased in a public statement by the Depart- 

Vy ae | | ment of Health, Education, and Welfare: 
; \ —_ Aili “It will be a tragedy if, simply because of public 
ae | l apathy, vaccine which might prevent paralysis or even 
\ death lies on the shelf unused.””? 

| | I\ \ Eli Lilly and Company is prepared to assist you and 
eis your local medical society to reach those individuals who 


still lack full protection. For information see your Lilly 
representative. 


Sa 1. J. A. M. A., 165:21 (November 23), 1957. 7 


2. Department of Health, Education, and Welfare: News Release, October 10, 
1957. 


QUALITY RESEARCH inTEGRITY 


Paks TI ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U. S. A. 
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Guest Editorial.... 


The Shape of a State of Mind 


A RICHMOND DOCTOR, who is interested in such matters as his state retain- 
ing her traditional character, recently made a little study for the purpose of 
defining the reasons why the citizens of non-traditional states seem to lack the strong 
consciousness of identity with a land. His purpose was by no means superficial. He 
was concerned with the absence of sympathy from these states for our deep awareness 
of place. 


We know, for a fact, that their indifference amounts to an impatience, and they 
are impatient essentially of something they do not understand. If it is true that, as 
a Frenchman said, ‘““To understand all is to forgive all,” it would follow that we have 
been the subject of very little effort at understanding. 


If we were ourselves French, or something even more strange and remote, we might 
be treated with that half-contemptuous tolerance that is extended a people who are 
frankly not understood, and considered, indeed, to be beyond the realm of one’s under- 
standing. But, as fellow Americans, the citizens of distant states assume that we should 
not defy their understanding; assuming that we should be like them, they extend us 


neither the tolerance accorded the strange nor the sympathy of the understood. 


My doctor friend, then, sought an explanation for this attitude on the part of fellow 
Americans. We know why we are and they know why they are, and it has been our 
assumption that, since we were the original American society and our westward con- 
tinental co-habitants extended from the social structures we had built, that it devolved 
on them to understand their differences and deviations from us—not us from them. 
We were wrong in this assumption, and for a fundamental reason. Since this republic 
was dedicated to the rule of the majority, it has come to follow that the majority is 
right—and we just ain’t the majority. 


The “we” in this case extends from Virginia specifically to include all the traditional 
societies that were formed more or less contemporaneously, evolved with similar his- 
tories and ideals, and existed for two centuries together as the “old America’. These 
traditional societies geographically embrace the Atlantic Coastal ‘states and, while 
the dominant majorities of population in most of these areas could scarcely have less 
in common with an old America, there are segments even in New York City, as an 
example, whose characters, standards, and attitudes are similar to those of Virginians’. 
But these segments of traditionalists in the hugely populous metropolitan centers are 
the least fashionable of all minorities; and in those New England states where the 


| 
~ 
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traditionalists do dominate, the total population is so small as to make them (as Ver- 
mont and New Hampshire) no more influential by volume than Virginia and South 
Carolina and the delta country of Mississippi. In effect, the total we of the traditional 
society is, in the continental sweep of America, a slim rearguard of a vanishing time. 


One element which all of us considered to characterize our difference from the new 
America was that we remembered. We extended from what had gone before—genera- 
tions in a single parish, centuries in a single county, the life span of America in a 
single state. All traditional societies share all the flaws of rich memories: some people 
substitute the inertia of living on memories for the vigor of meeting the present; when 
enough of them make this spineless indulgence the society declines and the Visigoths 
come in. But America’s traditional societies are relatively too young for the folded 
hands to have blocked the continual emergence of individual dynamism, and the total 
culture has been enriched by guardians of the past rather than seriously blighted by 


non-doers, with the result that a heritage has been shared that influences the forma- 
tion of each individual. 


Yet, this element of memory, of perpetuity, seems insufficient to explain the chasm 
between us and the new states. We still think of them as deviating from us, branching 
off from a common root and influenced by different conditions. But this would not 
explain why, in their changes, the people were almost totally devoid of place identi- 
fication for themselves and dismissing of it in others as a sickness to be cured of. This 
dismissal of it in others is certainly not true of all individuals from the new states 
(I’ve known some who became among the country’s most devout traditionalists), but 
the attitude characterizes their vocal, voting majority. 


Specifically for this, the doctor’s theory is that those states are geographically evenly 
drawn rectangular or square slices of territory. Look at a map: their borders are drawn 
in straight lines as political sub-divisions of the national real estate development. The 
states did not evolve geographically within the area formed by natural boundaries and 
cultural developments. 


Virginia has the Atlantic Ocean, traditionally its border and connective with Europe; 
it has the Potomac, its border with the North; its border with North Carolina was a 
matter of very careful study in the early eighteenth century; even its border with West 
Virginia, though drawn by the drunken surveyors of a political war party, more or less 
followed (except for the two northern Valley counties) the natural cultural lines be- 
tween the states. In that case, under the impact of national upheaval, man remedied 
the mistakes of nature in forming the boundaries; but, those boundaries, even more 


than the Potomac and the Atlantic, express a very real division that had developed 
between cultures. 


On these physical alignments, the doctor believes that the citizen’s identification 
with his state is strongly influenced by that state’s geographic formation. Into my gen- 
eration, any Virginian was aware of crossing its borders. More than 100 years ago, 
Confederate soldiers re-crossing the Potomac after the invasion of the North, spoke 
of returning to “the sacred soil” and “the blessed land” of Virginia. Their state was, 
for them, a sharply defined place—as Ireland was for the Irish, as the British finally 
found out after 400 vears of trying to convince the Irish that they were British. 


But, riding on a train to the Coast, who knows what state boundaries he has crossed ? 
How do the natives know? For days, each place is like each place. 


In California, they tell you that all the retired farmers living in the Los Angeles area 
are Iowans. This can not be true. Iowa came to suggest a section. In my personal 
acquaintance, five Iowans who are extremely successful in New York (among them 
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the editor and publisher of McCalls and Ted Gallup, the founder of the modern 
poll) were not remotely similar to the people inhabiting Riverside, California; but, 
then, neither were my friends distinguished by being Iowans: they were distinguished 
by being successful. In other words, Iowa suggested a type in which Iowans did not 
necessarily fit. But, in not fitting a type, the successes had ceased to be Iowans. 


This would never be true of a Virginian. Nor could Virginia ever be used to charac- 
terize a type. It would be far-fetched to claim that a state could not represent a gen- 
eral type only because of its physical shape, but along with other reasons—known and 
intangible—the doctor certainly has a point in his theory that states of mind are very 
different in those states that were formed by natural boundaries, of geography and 
culture, and in those that were simply sliced out of the public domain. 


DowDEY 


Editor’s Note: Mr. Dowdey is Editor of the Virginia Record and this editorial, which appeared 


in their February 1958 issue, is reprinted in the Monthly with the permission of the Executive 
Editor. 


Emotionai or physical strain may play an important role in triggering an attack of 
rheumatoid arthritis, according to the publication “Patterns of Disease,” prepared by 
Parke, Davis & Company for the medical profession. The publication reports on a 
study in which 144 patients with rheumatoid arthritis described factors precipitating 
their disease. Emotional or physical strain, or both, amounted to a high of 42 per cent 
of the incidence of all factors reported, and infections to 26 per cent. Exposure to 
dampness or cold accounted for only 16 per cent. 


Rheumatic disease, which afflicts an estimated one out of every 16 Americans, causes 
more disability than all accidents combined, according to the publication “Patterns of 
Disease,” prepared by Parke. Davis & Company for the medical profession. Close to 
three million persons have been forced to change their occupation or give up normal 
activity; 1,500,000 are partially disabled; 218,000 are completely disabled, and 320,- 
000 are unemployable. Persons with rheumatic disease lose an average of 15 working 
days each year, “Patterns” reports. 


Rheumatic disease ranks second only to mental illness in the amount of disability it 
causes, but “with early and proper treatment crippling can be prevented in 70 per 
cent of patients” afflicted with the disease, according to the publication “Patterns of 
Disease,” prepared by Parke, Davis & Company for the medical profession. It cites 
results of a “before-and-after” study of 1,538 patients. Prior to rehabilitation, their 
After rehabilitation, their annual earn- 
more than eight times as much as previously. 


total annual earnings amounted to $312,000. 


ings soared to $2,600,000 
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Anticoagulants, Theoretical Considerations and 
Laboratory Control 


HENRY G. KUPFER, M.D. 
D. R. KINNE, M.T. (ASCP) 
Richmond, Virginia 


Senior cardiologist of one of the largest medical schools in London: “I cannot agree with you 


about anticoagulants, as I do not give rat poison to my patients.” 


Owren, P. A.: 


“We think that permanent anticoagulant therapy affords protection against 


renewed embolization in patients with rheumatic heart disease and against infarction and 
death in cases with angina pectoris or recent myocardial infarction.” 


NTICOAGULANTS have an established place 

in prophylaxis and therapy of thrombotic states. 
It is of interest to note that thrombotic tendency 
is one of those rare conditions in which results of 
laboratory examinations are of no help in diagnosis, 
but are essential for controlling the therapy. 

Drugs used in such conditions may be divided 
into two groups. Direct acting drugs, such as heparin, 
influence the blood coagulation in vivo and in vitro. 
Indirect acting anticoagulants, which do not influence 
the clotting of blood in vitro, form the second group 
represented by dicumarol and its derivatives. Di- 
cumarol acts in vivo by decreasing the production 
Thus, 
heparin which is given by injection, acts as soon 
as it appears in the circulation. 


of a number of coagulation components. 


Dicumarol, on 
the other hand, acts only after a period of time 
during which the production of certain clotting com- 
ponents is inhibited. The duration of activity of 
each derivative of dicumarol depends on the rate at 
which it is metabolized, and the time during which 
it persists in the liver.’ 

Heparin is a polysulphuric acid ester of a muco- 
polysaccharide. Its activity depends mainly on its 
strong acid charge. Because of the difference in con- 
centration in commercial preparation, it is prefer- 
able to determine the dose of heparin in units of 
activity, rather than in milligrams or mililiters. 
Heparin is eliminated from the circulation at a rate 
of 3-5 units/kg./minute, mainly by destruction in 
tissues by the enzyme, heparinase, formed in the 
liver and kidneys.*, When large doses are injected, 
the excess is excreted by the kidneys. Heparin is 
particularly effective immediately after thrombosis, 
not only as an anticoagulant, but also because of 


its vasodilatory effect. It aids in overcoming the 
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spasm of the surrounding blood vessels, a reac- 
tion frequently more damaging to the organ than 
the localized thrombus, itself. 

The coagulation time of whole blood is affected 
by heparin and is used as the most reliable method 
in evaluation of the anticoagulant effect of heparin. 
In addition, the amount of heparin injected will 
influence the prothrombin time, bleeding time and 
thromboplastin generation for a short period of time. 

Dicumarol and its derivatives exert a complex. 
influence on the clotting mechanism. The first dose 
given usually decreases the concentration of Plasma 
Thromboplastin Component (PTC), or Christmas 
Factor, and as a consequence, reduces the thrombo- 
plastin formation. This effect cannot be measured 
by the prothrombin time. PTC depression is soon 
followed by a decrease in Factor VII® (also known 
as stable factor or proconvertin). Factor VII de- 
ficiency is the main cause for the prolongation of 
the prothrombin time during dicumarol therapy. 
Stuart Factor,* a newly isolated component, is the 
next in sequence to be decreased. The concentration 
of prothrombin is affected at a later time. The effect 
of dicumarol at that stage is readily apparent in the 
Quick one-stage prothrombin time. Factor V level 
is influenced only by profound dicumarolization. 
(Fig. 1) 

In addition to its anticoagulant activity, dicumarol 
combats thrombosis by decreasing the adhesiveness 
of platelets® and increasing the speed of recanaliza- 
tion in the thrombosed blood vessels. These proper- 
ties make this drug particularly effective in the later 
stages of treatment of thrombosis. 

The detrimental effect of discontinuation of anti- 
coagulant therapy in a patient with coronary throm- 
bosis is well presented in figure 2.° 

Anticoagulants are contraindicated in patients with 
hemorrhagic tendencies, generalized or local bleed- 
ing, especially in the gastro-intestinal tract, retina, 
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The laboratory estimation of the effectiveness of 

the anticoagulant drugs is simpler in heparin than 

in dicumarol therapy. 
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Figure 1. 
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the dose of heparin administered in that minimal 
quantity which prolongs the clotting time two or 


three-fold when measured by Lee & White’s method. 
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Dicumarol, on the other hand, is given in a maximal 
dose capable of reducing the coagulation components 
just above the brink of bleeding. 
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Seldom does one reach a two to three-fold pro- 
longation of the clotting time on heparin therapy, 


when the coagulation time is determined before the 
next injection of heparin. 


Concentrated prepara- 
tions injected intramuscularly are particularly worthy 
of recommendation. 


However, even when given in 


large doses, they will rarely prolong the coagulation 
12-24 hours, in 
spite of the fact that their anticoagulant activity 


time two or three-fold, even for 


persists longer. This observation limits the useful- 


ness of an accurate evaluation of clotting time in 


patients on heparin therapy 


—except for the preven- 


tion of overdosage. The coagulation time is tech- 


nically simple to perform, yet is subject to marked 


inaccuracies, most commonly tending to shorten the 


clotting time. Technically faulty venipuncture and 


improperly cleaned test tubes are the leading causes 
of error. 


Dicumarol is effective only when given in large 


This makes it 
imperative to follow its effect with a test capable 
of determining which patients have a tendency to 


doses, short of causing bleeding. 


bleed. Quick’s one-stage prothrombin time, used for 


this purpose for over 20 vears, has proven to have 


great clinical value. The test, according to Dr. A. 


Quick, “suffered mostly from improvements”. These 


modifications were introduced due to an unpredicta- 


bility of bleeding which may be a result of a num- 


ber of factors among which, the technic of pro- 


thrombin determination is of importance. 


Among the technical reasons limiting the relia- 


bility of this test is the presence of small clots in 


the improperly drawn blood sample—this may cause 


wide variations in the prothrombin time. Deviation 
of the temperature of the water bath from 37°C 


. Or 


Quick: 
One-stage prothrombin test 


Owren*: 
Prothrombin & Proconvertin test 


of calcium chloride concentration from 1/40 molar 


solution produce error, as does the strength of the 
thromboplastin preparation which may vary from 
batch to batch. In a blood sample kept over 2 hours 
after collection, the Factor V will deteriorate if 
oxalate is used as an anticoagulant while the Factor 
VII will be activated by the use of citrate as an 
anticoagulant. The method of reporting the results 
of the test may also be misleading. When two fig- 
ures are given for the clotting time of control and 
patient’s plasma, it takes at times the skill of a 
good mathematician to determine the tendency of 
the change, particularly since both normal and 
patient’s plasma clotting times vary from day to day. 
The use of percentage of activity in reporting is 
more simple to evaluate but may vary from labora- 
tory to laboratory, It does not reflect the true rate 
of change of the clotting time. Among the many 
modifications, the most promising is that of Owren’, 
which is widely accepted. In this modification a 
combined estimation of Factor VII and prothrombin 
is achieved by the addition of prothrombin-free 
Factor V and fibrinogen rich, beef plasma, to diluted 
patient’s plasma.* This is followed by the deter- 
mination of the clotting time after the addition of 
calcium chloride and thromboplastin. (Fig. 3) 

This method has, in my opinion, a number of 
features to be preferred over the original Quick one- 
stage method. 

It is not affected by: 
1. Small amounts of heparin, 


? 


Variations in individual batches of thromboplas- 
tin, and 


*All reagents necessary for the performance of this test 
are commercially available (Hyland Laboratories, Los 
Angeles, California). 


P & P or 


0.1 ml. plasma 


0.1 ml. 1:10 plasma 
0.1 ml. BaSO, absorbed beef plasma 
(source of Factor V & Fibrinogen) 


+ 0.1 ml. thromboplastin 


+ 0.1 ml. 1/40 M. CaCl, 


Determines: 
Factor VII 
Prothrombin 
Factor V 
Fibrinogen 


Determines: 
Factor VII 
Prothrombin 


*Seand. J. of Clin. & Lab. Invest., 3, 201-208, 1951. 


Figure 3 
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3. Random changes in Factor V and fibrinogen 
which are not influenced by dicumarol. 

4. It is more sensitive to changes in the two factors 
influenzed by dicumarol (VII and prothrombin), 
and thus, reflects better the action of dicumarol. 

5. It indicates earlier and more reliably the devia- 
tion from normal and tendencies toward abnor- 
mality, and 

6. Shows a closer correlation with the dosage of 
drug given. 

7. Samples of plasma can be shipped by mail for 
a period of time up to four days without affecting 
the results. This latter fact may be responsible to 
some extent for the observation that investigators 
using this test have fewer hemorrhagic complications 
during long term dicumarol therapy than those who 
use Quick’s one-stage prothrombin time. 

Even this improved test measures only two fac- 
tors, while dicumarol influences a number of others, 
among them thromboplastin generation, capillary 
fragility and platelet adhesiveness—none of which 
are reflected in the prothrombin time.§ 

In order to evaluate the day by day response of 
the patient to dicumarol, a chart showing graphically 


the relation of change in prothrombin time or con- 
centration to the daily dose of drug may be of prac- 
tical value. (Fig. 4) 

Treatment with anticoagulants should be directed 
by experienced physicians with particular interest 
in this field. 

The sensitivity of the patient to various anti- 
coagulants may change while on treatment due to a 
number of conditions. The sensitivity to heparin 
may increase due to a decrease in platelets which 


have an antiheparinic activity. Liver damage may 


result in a lowered production of heparinase and 
kidney damage may cause a faulty excretion of 
heparin, both leading to a dangerous accumulation 
of the drug. 

A patient may become more sensitive to dicumarol 
if the diseased liver produces less of the Factor VII 
and prothrombin. The faulty metabolism of the drug 
in such conditions has also an influence on the sen- 
sitivity. 

An apparently decreased sensitivity to dicumarol 
may actually be due to faulty absorption of the drug 
from the intestines due to diarrhea, change in the 
gastro-intestinal bacterial flora due to prolonged 
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therapy with antibiotics, intercurrent acute illnesses, 
alcohol intake, menstrual cycle, emotional stress, or 
to concurrent treatment with drugs such as salicyl- 
ates, and sulfonamides which tend to increase the 
activity of dicumarol. 

Overdosage of anticoagulants results in bleeding. 
Slight hematuria is usually the first sign to appear 
and will disappear on withdrawal of the drug. Severe 
generalized or localized bleeding should be treated 
with coagulants in addition to discontinuation of 
the drug. In case of overdosage of heparin, intra- 
venous injection of protamine sulfate will neutralize 
the excess in a matter of minutes. The overdosage 
of dicumarol is best treated with Vitamin K. Vita- 
min K,, given intravenously, in an oil emulsion will 
act as soon as two hours after injection. It is 
the treatment of choice in such conditions. Blood 
transfusions are less effective. Because Vitamin K, 
is fat soluble, bile and pancreatic lipase are needed 
for its absorption, thus, oral administration of Vita- 
min K, is not effective in cases of obstructive jaun- 
dice. The bulk of the preparation is carried by the 
lymphatic system into the general circulation, while 
only a small amount is transported through the 
liver. The water soluble Vitamin Kg acts faster 
when injected intravenously, than when given orally. 
It is transported through the liver on oral adminis- 
tration, and absorbed without the help of bile and 
pancreatic lipase. These properties influence the type 


of Vitamin K to be used. Both types are excreted 


in the urine where breakdown products 
detected. 
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Problems of Aging 


A series of articles dealing with various health 
problems of the aging have been reprinted in book- 
let form from THE JOURNAL OF THE AMA. Four 
of the 11 titles in the series are: “The Oldster and 
His Doctor;” “Stress and Exhaustion;” ‘‘Rehabili- 


tation and Restorative Services,” and “Preparation 
for Retirement Is a Must.” Copies of the booklet 
are available on request from the AMA’s Council on 
Medical Service. 
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Prophylactic Anticoagulant Therapy 


Following Myocardial Infarction 


HE PATHOGENESIS of coronary atheroscle- 

rosis is unknown. Fairly clear cut evidence has 
been presented that not only male gonadal hormones, 
but also phospholipid and cholesterol metabolism 
are factors contributing to atherosclerosis of the 
heart.23 However, once a patient has suffered a 
coronary occlusien, how to prevent a recurrence is 
a question which cardiologists and other members 
of the medical profession have been studying for 
many years. 

Anticoagulants have been used for acute myo- 
cardial infarction for thirteen years. This mode of 
therapy is well established®. More recently, several 
investigators have been employing anticoagulants 
on a prophylactic bases. Observations on this mode 
of therapy have required considerable length of time. 

Now we should consider this plan of treatment 
In order to do this, there are three 
(1) What is the life 
expectancy in the treated and untreated cases? (2) 


objectively. 


pertinent questions, namely: 


TABLE 1 


SURVIVAL RATES FOLLOWING MYOCARDIAL INFARCTION 


PERCENTAGE OF PATIENTS ALIVE 


YEARS 


A. Without Anticoagulant 
Keyes -Drake-Smith First infarct Series 186 Cases 
Cole Singion & Katz First infarct Series o——e 285 Cases 
Bland-White 162 Cases 
B With Anticoagulant 
Keyes-Droke-Smith First infarct Series 7! Cases 
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What is the incidence of recurrent coronary occlusion 
and/or thrombo-embolic disease in each group? (3) 
What are the hazards and drawbacks of long term 
anticoagulant therapy ? 

The question of life expectancy with and without 
anticoagulant therapy are shown in tables 1 and 2. 


TABLE 2 


SURVIVAL RATES FOLLOWING RECURRENT 
MYOCARDIAL INFARCTION 


100 > 


“| Keyes- Drake-Smith Series 
48 Without Anticoagulants omo 
50 With Anticooguionts ome 


PERCENTAGE OF PATIENTS ALIVE 


YEARS 

To express this data in another fashion; after the 
first myocardial infarction, the patient who is not 
on long term anticoagulant therapy has a mortality 
rate two or three times that of the patient receiving 
anticoagulants. In those subjects having more than 
one occlusion, i.e. recurrent infarcts, the mortality 
rate of the untreated is approximately six times 
that of treated subjects. Three other separate ob- 
servers have reported similar results in small series 
of cases,*-5§ 

The question of recurrence of either myocardial 
infarction and/or thrombo-embolic episodes varies 
with the observer. Table 3 shows comparison of 
three different series. All are first infarcted patients. 
In Keyes’ series,’ the incidence was six times greater 
in the subjects not receiving anticoagulants. In a 
Foley,‘ 


(though some of the results have to be interpolated 


somewhat comparable series reported by 
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undersigned), the rate of recurrence was ten 
In Suzman’s study,® the incidence was three 
times that of the treated subjects. 

Though the figures quoted in the preceding para- 
graph are impressive, Bland and White’s series of 
162 patients reveal that during the first decade, 
fifty-eight or thirty-five per cent died of “coronary 
insufficiency”. Nine of the fifty patients who had 


is small, about two per cent or less. The effect of 
the anticoagulants can be controlled within a few 
hours time by the use of Vitamin K, or K, Oxide, 
20 to 200 mgs. by mouth or, if needed, these medica- 
tions Fresh 
Trans- 


can be administered intravenously. 
whole blood will also have a similar effect. 
fusions can be used for blood replacement if needed. 


Figure 1 demonstrates not only the use of Vitamin 


TABLE 3 


A Comparison of the Recurrence of Myocardial Infarction and/or Thrombo-Embolic Episodes 
in Patients Receiving Long Term Therapy with Comparable Patients Not Treated.* 


Treated With Anticoagulants 


Series Number of Number of % of 
Patients Episodes Total 
Keyes-Drake-Smith 121 7 5.8 
Foley-Wright 12 1 8.3 
Suzman-Ruskin- 82 7 8.4 


Goldberg 


* All Series Treated and Not Treated Were First Attack Cases Only. 


survived ten years had had a recurrent coronary 
occlusion. The incidence of probable recurrent closure 
of a coronary vessel in this group was forty-one per 
cent. All of these patients were seen and treated 
prior to anticoagulant therapy. The longest survival 


in this series was twenty-five years. 


TABLE 4 
ABSOLUTE CONTRA-INDICATIONS TO ANTICOAGULANT 
THERAPY 
1. Hemorrhagic diatheses, particularly blood dyscrasias. 
2. Central nervous system bleeding or ulcerative lesion 
therein. 
Gastro-intestinal hemorrhage or ulceration. 
G. U. ulceration or bleeding. 
Bacterial endocarditis. 


Late pregnancy. 


Serre 


RELATIVE CONTRA-INDICATIONS TO ANTICOAGULANT 
THERAPY 

Biliary obstruction. 

Hepatic insufficiency. 

Renal insufficiency. 

Open wounds. 

Post operative tube drainage of wounds or viscera. 
Renal calculi. 

Alcoholism. 

Personality instability. 

Unreliable laboratory. 


SP Se PP 


The contraindications to the use of anticoagulants 
have been listed in table 4. Various authorities, who 
are experts in this field, have reported that hemor- 
rhage occurred in about twenty-five per cent of the 
patients. The actual mortality rate from hemorrhage 
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Not Treated With Anticoagulants 
2 Ratio of Treated 


Number of Number of % of to Not Treated 
Patients Episodes Total 
234 89 38.0 1:7 
12 10 $3.3 1:10 
88 24 27.4 1:3 


K,;, but also the rebound and prolonged action of 
Dicumarol, lasting over a period of ten days with 
hematuria persisting for seventy-two hours." 

Patients who have begun long term anticoagulant 
therapy and who have either on their own initiative 
or for other reasons had to discontinue their treat- 
ment, have shown a high incidence of myocardial 
infarction following withdrawal of the anticoagu- 
lants.S Nichol et al reported that thirty per cent of 
approximately 1100 subjects started on this mode 
of treatment have eventually discontinued it.6 Toxic 
and/or allergic reactions have occurred with the 
various anticoagulants, notably Phenindione.!*-% 

Two other considerations deserve comment: first, 
the cost of laboratory fees and medications, per 
annum, amounts to a minimum of $125.00. Sec- 
ondly, the better medical attention and the selection 
of patients suitable for prophylactic anticoagulants 
are intangible factors not only difficult to evaluate, 
but also not subject to statistical analysis. 


CONCLUSION 

Long term anticoagulant therapy in patients with 
myocardial infarction is of value in selected cases, 
particularly, if auricular fibrillation and/or thrombo- 
embolic accidents complicate the picture. The cases 
selected for treatment require careful and close 
medical attention by a physician who is thoroughly 
familiar with these drugs. Most of the complexities 
of this mode of therapy have been considered. How- 
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ever, further carefully controlled study on a large 
scale such as that in progress by Nichol et al® is 
needed in order to properly evaluate prophylactic 
anticoagulant therapy following myocardial infarc- 
tion. 
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Ectopic Pregnancy 


HE MATERNAL MORTALITY in Virginia 

has decreased from fifteen deaths in every two 
thousand deliveries in 1928, to one maternal death 
in every two thousand deliveries in 1956. Your Com- 
mittee on Maternal Health meets at regular intervals 
and investigates every maternal death in Virginia. 
In 1956, fifty-two maternal deaths were reported in 
Virginia, an incidence of one maternal death in 
every 2,000 live births, the lowest total loss and the 
lowest maternal mortality rate ever reported in this 
State. 

Unfortunately, deaths due to ectopic pregnancy 
have not decreased, and they consequently account 
for a higher per cent of the total maternal deaths. 
In 1956, ectopic gestation caused 11.5 per cent of 
the maternal deaths in Virginia, 7.5 per cent in 
North Carolina, 11 per cent in Georgia, and 11 
per cent in Florida. It is evident that the less fre- 
quent causes of maternal deaths require more study 
if we want to continue to decrease maternal loss. 

We believe the number of women who die as a 
result of the complications of pregnancy can be 
decreased more than fifty per cent if all pregnant 
women will seek medical care early in pregnancy 
and if the physicians will do careful pelvic exam- 
inations on all pregnant patients and on women who 
have failed to menstruate and who present themselves 
for medical care. The patients must return for reg- 
ular antepartum visits, follow instructions, and re- 
port any unusual symptoms or conditions. 

At the second annual clinical meeting of the 
American Academy of Obstetrics and Gynecology, 
in December, 1953, we reported 222 cases of ectopic 
pregnancy admitted to the Medical College of Vir- 
ginia Hospitals from January 1, 1945, through De- 
cember 31, 1952, a period of eight years. Only one 
patient died in this series, giving a mortality rate 
of 0.4 per cent. 


Today, we wish to report 226 cases of ectopic 


From the Medical College of Virginia Hospitals, Rich- 
mond, Virginia. 

Presented at the Annual Meeting of The Medical So- 
ciety of Virginia, Washington, D. C., October 29, 1957. 


H. HUDNALL WARE, Jr., M.D. 
FRANK A. REDA, M.D. 
ROBERT G. PROCTOR, M.D. 
WALLACE D. LILLY, M.D. 
ROBERT B. GROVES, M.D. 
Richmond, Virginia 


gestation admitted to the Medical College of Virginia 
Hospitals in the four years since January 1, 1953. 
No maternal death occurred in this group of patients. 
During this four year period, 29,391 pregnant pa- 
tients were admitted to the Medical College of 
Virginia Hospitals, an incidence of one ectopic 
pregnancy in every 130 cases of pregnancy. No 
attempt will be made to review the literature, as 
we have done this in several other papers. 

The diagnosis of ectopic pregnancy is frequently 
difficult to make, but the careful physician will be 
able to diagnose correctly most of the cases if he will 
remember, first that ectopic gestation can occur in 
any woman who is exposed to the possibility of 
pregnancy during the child-bearing age; and second, 
that a careful history with particular emphasis on 
the regularity of the patient’s menstrual cycles and 
on the symptoms associated with her last three or 
four menses or with episodes of bleeding is extremely 
important. Frequently, the patient with an ectopic 
pregnancy will have a little vaginal bleeding or 
pelvic pain during the early weeks of the gestation, 
and she attributes these symptoms to an abnormal or 
delayed menstrual period. Actually, her symptoms 
are very different from those associated with her 
usual menstrual cycle. The amount of flow, type of 
pain, and the time at which these occurred are all 
usually abnormal if the patient has an ectopic ges- 
tation. 

One must remember that less than twenty per cent 
of patients with ectopic pregnancies are first seen 
with symptoms of pain, fainting, and shock. The 
patient who has a leaking ectopic pregnancy may 
not go into shock, but she usually has a unilateral 
pelvic mass, sometimes a hematoma in the posterior 
cul-de-sac, pelvic pain or tenderness, a slight eleva- 
tion of temperature, a rapid pulse, and anemia. 
Pelvic inflammatory disease, appendicitis, ovarian 
cysts, degenerating myomatas, urinary tract disease, 
and gal! bladder disease must be ruled out in many 
patients suspected of having an ectopic pregnancy. 

Sixty-three, or 27 per cent of the patients in this 
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report were white, and 163, or 73 per cent were 
Negro. Approximately one-third of our obstetrical 
patients are white and two-thirds are Negro. One- 
third of the patients were not residents of Richmond 
and they were referred to the hospital because of 
suspected pelvic pathology. 


TABLE I. AGE 


Age 

Years Number of Patients Per cent 
Under 20 6 2.6 
20 - 25 54 23.8 
25 - 30 74+ 32.7 
30 - 35 48 21.2 
35 - 40 35 15.4 


Table I shows that 77.7 per cent of the patients 
were between the ages of 20 and 35 vears, and only 
2.6 per cent were less than 20 years old. 


Tasie Il. Parity 


Para Number of Patients 


Per cent 
0 51 22.5 
1 66 29.2 
2 +6 20.3 
3 25 11.0 
+ or more 38 


PARITY 


Fifty-one patients, or 22.5 per cent were pregnant 
for the first time. Thirty-eight, or 16.8 per cent had 
been pregnant four times or more; seven patients 
gave histories of previous ectopic gestations. One 
of these had a plastic operation on her fallopian 
tube after a previous ectopic, and a third ectopic 
pregnancy for her is included in this report, giving 
a total of eight previous ectopic gestations in seven 
patients. 

The ectopic pregnancy was located in the right 
fallopian tube in 127 cases, 56 per cent, and 95, 
or 42 per cent were in the left tube. Four were 
located outside the fallopian tubes. 

At the time of operation, twenty patients, 8.8 
per cent, were found to have tubal abortions with 
considerable hemorrhage. In thirty patients, 13.2 
per cent, the fallopian tube had not ruptured, and 
in one-hundred and sixty-five patients, 73 per cent, 
the tube had ruptured. Two patients had ovarian 
pregnancies, 

A careful and complete history is most important 
in making a diagnosis of ectopic gestation, and an 


accurate history of the three or four most recent 
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Number Weeks 


menstrual cycles or of episodes of pelvic pain and 
vaginal bleeding is essential. 


Taste III. Menstruat History 


Since Last Menses Number of Patients Per cent 
0 3 1.32 
1 5 2.22 
2 5 2.22 
3 7 3.09 
+ 18 7.96 
5 to 8 68 30.08 
$ to 12 84+ 37.16 
12 or more 26 10.00 
Unknown 10 4.44 


MENSTRUAL HISTORY 

As shown in Table III, thirty-eight women, or 
16.81 per cent of the patients stated their symptoms 
first occurred within four weeks after the last men- 
strual flow. In a former study of a similar group, 
we found the onset of symptoms occurred a little 
later, but both studies reveal an early onset of pelvic 
pain and vaginal bleeding in most patients. In the 
patients we are reporting at this time, 75.0 per cent, 
or three out of four patients were first treated by us 
during the second or third month of pregnancy. 
Only 14.0 per cent were twelve weeks or more preg- 


nant. 


TaBLe IV. PAIN 
Type Pain Number of Patients Per cent 
No Pain 7 3.0 
Shoulder pain 40 17.6 
Dull ache 70 30.9 
Cramp 62 27.4 
Sharp with fainting +0 17.6 


Sharp without fainting 72 31.8 


PAIN 

In Table IV, we show that pelvic pain is the most 
common complaint of the patient with an ectopic 
pregnancy, and ninety-seven per cent of the patients 
in this study had pelvic pain. In other studies of 
patients with ectopic pregnancies, we have found 
that 98 per cent or more had pelvic pain. The onset 
of the pain is frequently sudden, and twenty per 
cent of all patients state the pain was first associated 
either with defecation (12 per cent) or urination 
(8 per cent). Pain associated with fainting oc- 
curred in seventeen per cent of the patients. This 
emphasizes the danger of waiting for a history of 
fainting or shock before making a diagnosis of ec- 
topic pregnancy. The patient with an ectopic preg- 
nancy usually consults a physician because of pelvic 
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pain, vaginal bleeding, or an irregular menstrual 
cvcle. 


TABLE V. VAGINAL BLEEDING 


Type Number of Patients 


Per cent 

No bleeding 55 24.3 
Abnormal menses 24 10.6 
Spotting 44 19.4 
Intermittent bleeding 40 17.6 
Continuous slight bleeding 43 19.0 
Profuse bleeding 16 7.0 
Clots small (diameter 

or less) 19 8.4 


Clots large 5 2.2 


VAGINAL BLEEDING 


Table V reveals that 24 per cent of the patients 
had no vaginal bleeding, and we have found in 
other studies that never more than three out of four 
patients with ectopic pregnancies have vaginal bleed- 
ing. 


Taste VI. TEMPERATURE ON ADMISSION 


Temperature °F Number of Patients Per cent 
Below 99 113 50.0 
99 to 100 85 37.6 
100 to 101 18 7.9 
101 to 102 7 3.0 
102 to 103 ( 6.0 
103 or above 2 0.8 
Not recorded 1 0.4 


BODY TEMPERATURES 


A slight, if any, elevation of temperature is char- 
acteristic of ectopic pregnancy. Table VI shows that 
the admission temperature was below 99°F in fifty 
per cent of the patients, and below 101°F in ninety- 
five per cent of the entire group of patients studied. 
Salpingitis, appendicitis, and urinary tract infec- 
tions usually cause a higher elevation of the tem- 
perature. 


Taste VII. Purse Rate 


Pulse Rate on 


Admission Number of Patients Per cent 
Below 80 30 13.2 
80 to 90 62 27.4 
90 to 100 32 14.0 
100 to 110 35 15.4 
110 to 120 14+ §.1 
120 or above 53 23.4 


PULSE RATE 


We think the pulse rate is particularly significant 
if the tube is leaking or a frank rupture has occurred. 
Table VII shows that the pulse rate was below 80 
per minute in only 13 per cent of the patients, and 
above 90 in 58 per cent of the entire group. 


Taste VIII. HEMOGLOBIN 
Hemoglobin—Grams Number of Patients Per cent 
0 to + grams 1 04 
4+ to 6 grams 9 3.9 
6 to 8 grams 22 9.0 
8 to 10 grams 60 26.5 
10 to 12 grams 79 34.9 
12 to 14 grams 46 20.3 


14 grams or above 9 3.9 


HEMOGLOBIN 


In this study, the hemoglobin was below twelve 
grams in 74 per cent of the patients at the time of 
admission, and was usually much lower when re- 
peated one to three hours later. 


BLOOD CELL COUNT 


In a few patients, three per cent, the red blood 
cell count was below two million, but in a high per 
cent of the patients there was a red cell count below 
the usual average for patients admitted to the Medi- 
cal College of Virginia Hospitals. The white blood 
cell count was below 10,000 in 34.9 per cent of the 
patients and below 15,000 in 66.7 per cent of all the 
patients. 


Tasie IX. 
LENGTH OF TIME IN HosprTAL BEFORE OPERATION 


Time Number of Patients Per cent 
Less than 2 hours 44 19.4 
2 to 6 hours 79 34.9 
6 to 12 hours 16 7.0 
12 to 24 hours 26 x3 
24+ to 36 hours 22 9.7 
36 to 48 hours 17 po 
3 days 10 4.4 
4+ days + 1.7 
5 days 5 

4.5 


6 days 11 


Nineteen per cent of the patients were operated 
upon within two hours after admission to the hos- 
pital, and 54.3 per cent within six hours (Table 
IX). We think that early diagnosis not only saves 
lives, but decreases the amount of blood necessary 
for transfusions. 
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TaBLe X. TRANSFUSIONS 


Transfusion 
of whole blood Number of Patients Per cent 
No Transfusion 49 21.6 
500cc. 45 19.9 
1000cc. 48 21.2 
1500cc. 45 19.9 
2000cc. 34 15.0 
2500ce. 4 1.7 
3000cc. 1 0.4 
4000cc. or over 1 0.4 


TRANSFUSIONS 

Table X shows that 78 per cent of the patients 
received whole blood transfusions. One patient re- 
ceived 5,500 cc. of whole blood and resp nded well 
Fifty-eight per cent of the patients were given 1000 
cc. or more of whole blood. 

The purpose of this paper is to emphasize the 
importance of ectopic pregnancy as a cause of ma- 
ternal deaths and to show that the diagnosis of this 
complication can be made by a physician who takes 
a good history, does a careful physical examinatio 
including a bimanual examination, and uses a few 
simple laboratory procedures. Frequently, the his- 
tory alone enables one to make a correct diagnosis. 
In a smaller per cent of patients with e topic preg- 
nancies, a bimanual pelvic examination and a few 
simple laboratory tests will be necessary to confirm 
the diagnosis. 

Most patients with ectopic pregnancies are first 
seen by a general practitioner, or a medical man. 
These men have a good record for correct diagnoses 
We should continue to train our medical students 
and interns in the importance of a complete history 
and a careful, thorough examination. 

Unfortunately, several recent papers on ectopic 
pregnancy have attempted to stress the routine use 
of culdoscopy, needle aspiration, and opening the 
posterior cul-de-sac in making a diagnosis of e topic 
pregnancy. In the 226 patients we are reportin 
one or more of the three procedures listed above were 
used on four patients and resulted in a correct diag- 
nosis only twice. We agree with TeLinde that culdos- 
copy may be a useful procedure when ectopic preg- 
nancy is suspected and positive signs and symptoms 
are absent. Needle aspiration of the posterior cul- 
de-sac, and colpotomy may be useful procedures in 
selected cases. We have rarely considered them nec- 
essary, and our results have intproved since we have 


been able to diagnose ectopic pregnancy without these 


pre cedures. 
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Tasie XI. 
DeaTHS Due To Ectopic PREGNANCY 
MebicAL COLLEGE OF VIRGINIA HosPITALs 


MATERNAI 


Mortality Uncorrected 


Number Number 
Patients Deaths Per cent 
1930-39 inclusive (10 years) 150 12 3.0 
1940-44 inclusive ( 5 years) 115 2 1.7 
1945-52 inclusive ( 8 years) 222 1 0.4 
226 0 0 


1953-56 inclusive ( 4 years) 


Table XI shows no maternal mortality in two- 
hundred and twenty-six cases of ectopic pregnancy 
during the past four years, and only one death in 
four-hundred and forty-eight patients during the past 
twelve vears. It also shows the decrease, during the 
twenty-seven years, in mortality due to ectopic 


pregnancy in seven-hundred and thirteen patients. 


SUMMARY 


Ectopic pregnancy can be diagnosed in most cases 
if a complete history is taken and the patient is 
examined carefully. 


There are two distinctly different types ot ectopic 


-oNANcr I the 
pregl ancy, } the 


acute type with severe pain, 


juent fainting, or shock and evidence of severe 


frequent fai 

acute hemorrhage and (II) the leaking or neglected 
ectopic whose tube may have ruptured several days 
before the patient seeks medical care or enters a 
hospital. She usually has a pelvic mass, pelvic ten- 


derness, a rapid pulse, anemia and a slight elevation 

Pain is the most common complaint of th patient 
with an ectopic gestation. 

Bimanual pelvic examination should bx gentle. 
Manipulation of the cervix usually causes severe pain 
in the patient with a tubal pregnancy. A unilateral 
tender mass was found in over one-half of our 
patients. 

The hemoglobin, red cell count, and white cell 
count have been of value in our questionable cases 
and particularly useful in the differential diagnosis. 

Early diagnosis and early operation are essential 
in reducing mortality. The patient with an ectopic 
pregnancy should be operated upon as soon as the 


diagnosis can be made. 


Oxygen should be given all patients in shock and 
any patient with an unstable blood pressure, or rapid 
pulse rate. 

Blood for transfusion should be available quickly. 
The patient’s blood can usually be Rh and group 
typed by the time the operation can be started. The 
hemorrhage should be controlled quickly and the 
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patient transfused with an amount of blood equal to 
the volume she has lost. 


We have reported two-hundred and_ twenty-six 


consecutive patients with ectopic pregnancies ad- 
mitted to the Medical College of Virginia Hospitals 


during the past four years, with no maternal death. 
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DISCUSSION BY JAMES G. SITES, M.D., 
WASHINGTON, D. C.: 


Dr. Ware and his colleagues have again brought to 
our attention the importance of making the diagnosis of 
ectopic pregnancy followed by adequate treatment. The 
results of his series are superb and he is to be congratu- 
lated on them. This and his previous papers on ectopic 
pregnancy should make us pay particular attention to 
what he is saying and has accomplished. 

I, too, would like to stress the importance of an accurate 


history in making the diagnosis of an extrauterine preg- 
nancy. It has been our experience that practically all 
patients will have had some menstrual irregularity if 
questioned carefully. Pain with menstrual irregularity 
constitutes the most important ectopic signs and symptoms. 
The patient often pinpoints the onset of pain as to time 
and specific location. Another feature which frequently 
appears is that the patient has been previously treated for 
a pelvic infection or other diagnosis before an ectopic 
pregnancy is considered. 

The finding of shock is most important but must always 
be evaluated with the history as we have recently had 
two patients with acute pancreatitis who presented them- 
selves in shock. A finding stressed to our staff is that of 
evidence of anemia out of proportion to external blood 
loss. One of the most valuable signs to determine this is 
the tongue sign or the pallor beneath the tongue and this 
is of particular value in the colored patient. 


I agree completely with Dr. Ware as to the routine use 
of culdoscopy, culdoscentesis, and posterior colpotomy. 
The culdoscope is used only on rare occasions. Needle 
aspiration has been of little if any value and has misled 
us to a point of near disaster for several patients. 

At one time posterior colpotomies were frequently per- 
formed for diagnosis and treatment when there was a 
wave of enthusiasm for vaginal excision. After several 
failures this was discontinued except in the most question- 
able cases. With the vaginal excision, pelvic abscess was 
a frequent complication unless a penrose drain was left in 
place. 

Again, Dr. Ware is to be congratulated on the prompt 
treatment of his patients in this series. I would like to 
re-emphasize the importance of prompt surgery and blood 
replacement. I cannot agree with those who advocate de- 
lay whether it be to correct shock or await shock before 
surgery. At the time of surgery, the ovary can be pre- 
served most of the time and in some patients it becomes 
advisable to do a tubal plasty of some type in an effort 
to retain the childbearing function. 

Ectopic pregnancy still accounts for a high percentage 
of maternal mortality. Undoubtedly there will always be 
an occasional death from what is referred to as the 
coroners ectopic. One cannot hope to reduce the others 
until the index of suspicion, or ectopic awareness, is raised 
to such a point that we believe any female in the child- 
bearing years could have an ectopic pregnancy. 
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Symposium on Otosclerosis 


I. Developments in Otology 
Leading up to Stapes Mobilization 


TOLOGISTS have been intrigued with the res- 
toration of hearing for over a hundred years. 
In 1855, Rinné described his fork tests for hearing, 
showing that air conduction was greater than bone 
conduction in the normal individual. Today this 
test is the basis for our evaluation of actual and 
residual hearing. When combined with the Weber 
and Schwabach tests, conductive and perceptive hear- 
ing losses can be differentiated. 

Surgical efforts to improve hearing were made 
in Europe from 1875 to 1888. Operations!” were per- 
formed by incision through the ear drum, removal 
of the tympanic membrane, removal of adhesions 
affecting the mobility of the ossicles, removal of 
various ossicles, and finally mobilization of the 
stapes. Boucheron? and Miot* were pioneers in 
mobilization. The latter made detailed reports of 
the surgical technique and his results. However, the 
procedure was soon abandoned. 

Passow in 1896, Jenkins in 1912 and Barany in 
1914 tried and abandoned fistulization of the laby- 
rinth. Holmgren® of Sweden in 1937, followed by 
Sourdille® of France, performed a two stage fenestra- 
tion with some success. Holmgren was the first to 
experiment with methods to prevent closure of the 
fenestrated window. Lempert‘ developed a one stage 
fenestration procedure and research projects in re- 
lated fields. It is of interest that he described a 
technique for tympanosympathectomy. 

Rosen* developed the stapes mobilization using 
the same approach described by Lempert in exposing 
the tympanic cavity for tympanosympathectomy. 

Surgical advances were antedated and paralleled 
by advances in the physiological concept of hearing 
and the histology of the diseased ear. 


This paper and the four following were presented at 
Thirty-eighth annual meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Roanoke, December 
6-8, 1957. 
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With Special Reference to Historical Research 


GEORGE N. THRIFT, M.D. 
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Guild’, Wever™, Be’ke’sey 12 


made contributions. Lempert! refuted the pressure 


Lawrence", and 


and decompression theory advanced by Holmgren 
and Sourdille. He concludes, “That the hearing 
improvements following fenestration are the results 
of remobilization of the perilymph by air borne 
sound with a difference in intensity and phase in 
the two windows.”’ 

The literature of the twentieth century is filled 
with the histology of the relatively common condi- 
tion causing conduction deafness, namely otosclero- 
sis. Otto Meyer in 1917, P. Manasse® in 1922, 
and M. H. Weber!® in 1933 are worthy examples. 
Dr. Stacy Guild became interested in serial sec- 
tioning and staining of sections through the petrous 
portion of the temporal bone. He developed a stain- 
ing method and contributed much to the scientific 
knowledge of otosclerosis and deafness. 

Nager'’, Meyer!’, Anson™, Best”’, Cahill*!, and 
Wolf*- are a few of the contributors to our pathologic 
concept of otosclerosis. 

Otosclerosis is a primary disease of the inner ear 
capsule, characterized by resorption of normal bone 
and concomitant replacement with spongy bone in 
various plaques throughout the bony capsule of the 
labyrinth. These changes occur around the haversian 
system on the side toward the labyrinth. In addition 
the interglobular spaces containing cartilage are 
replaced by bone. There are sites of predilection 
for these changes, which tend to have a parallel 
development in both labyrinths. A frequent site is 
the anterior margin of the oval window. Here the 
bone formation may be initiated in cartilaginous 
plaques, which if at all marked tend to involvement 
of the annular ligament and fixation of the stapes. 
The ankylosis of the stapes causes the characteristic 
hearing losses observed in otosclerosis. 


Cahill recognized two patholegic types of osseous 
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growth in otosclerosis: I. A pink colored bone, due 
to an affinity for eosin, with thick osteoid beams 
and small marrow spaces. 2. A deep blue hema- 
toxylin staining osteoid bone consisting of a net- 
work of bony beams with large marrow spaces. He 
believes these types of bone represent the pathology 
of the slow and rapidly developing types of otoscle- 
rosis, rather than early and late phases in the disease 
process. Finally, the bone assumes a lamellar ar- 
rangement, the corpuscles are peripherally arranged, 
fibrous tissue replaces blood vessels and cells to 
form the marrow spaces. 

Cahill also recognizes other pathologic changes 
which are due to involvement at other sites. Type I 
bone may penetrate the capsular wall of the labyrin- 
thine endosteum. Clinically, the initially lengthened 
bone becomes 


conduction 


decreased and tinnitus 


usually increases. Primary vestibular involvement 
‘may occur with vertigo as a direct symptom. 

Otosclerosis like lesions have been reported in 
the malleus, incus, and stapes. Also, they occur at 
other sites within the petrous portion of the tem- 
poral bone, usually close to the tympanic cavity. 

It is common knowledge that long standing cases 
of otosclerosis may develop a superimposed perceptive 
hearing loss. The cause and relief of which have 
been variously proposed. It is of interest histo- 
logically to note the work of Crowe", Baylor, and 
Polvogt who have correlated the occurrence of high 
tone losses with changes in the organ of Corti within 
the basilar portion of the cochlea. An abrupt high 
tone loss indicates not only an atrophy of the nerve 
to the basal coil but also degeneration of Corti’s 
organ. 
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A THOROUGH KNOWLEDGE of the varia- 
tions in anatomy and the histopathological ac- 
tivities occurring in the oval window area is essential 
in order that the otologist may effect better and 
lasting results from mobilization surgery, for unlike 
the fenestration operation, stapedial mobilization 
involves consideration of a structure of variable size, 
shape, consistency, angulation, depth and of variable 
pathological focus and infiltration. All of these 
factors will influence the otol: gist’s judgment as to 
the best method of attack in mobilizing the stapes, 
whether it be by the indirect method with the sharp 
pointed mobilizer placed on the capitulum of the 
stapes or the lenticular process of the incus, or 
whether it be by the direct approach using the chisel 
or probe at the rim of the footplate or the monopodal 
or bipodal crurctomy approach. 

Much work has been contributed to the literature 
regarding histopathological variations at the foot- 
plate by Ruedi of Zurich, Fowler, Guild, and others. 
More recently Farrior has presented some very inter- 
esting work in photography through the operating 
microscope depicting these variations and correlating 
them with preoperative hearing tests, operative pro- 
cedure employed, and postoperative results. Far- 
rior’s work has been so illuminating that I have felt 


it worthy of passing along in this paper. 


STAPES ANATOMY 

Footplate 

1. Superficial 

Deep 
Crura 

1. Upright 

2. Uptilt 

3. Downtilt 


In consideration of these variables one can easily 
realize that the superficial, upright stapes is more 
accessible and, therefore, more easily mobilized. Con- 
trarily, the deep downtilted stapes is unfavorable 
for mobilization, both because of less accessibility 
of the footplate and because of the proximity of the 
crura to the cochlear promontory. Occasionally the 
head of the stapes may be fixed to the promontory 
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due most likely to inflammatory changes or trauma. 
Mobilization in these cases would most likely fail 
due to reoccurrence of the fibrous adhesions. Thick- 
ness of the crura must be considered since occa- 


sionally they are thin and malleable necessitating 
the footplate approach. 


PATHOLOGY 


Histopathological activities in the region of the 
oval window are variable, and while the site of 
predilection of otosclerotic focus is at Cozzolino’s 
zone or the niche anterior to the footplate, there 
are several different ways in which the fcotplate may 
be bound down, influencing one’s choice of operat- 
ing procedure. We, therefore, must consider and look 
for the following possibilities as causes of stapes 
fixation: 

1. Otosclerotic focus in the niche anterior to the 

anterior crus. Occasionally anterior fibrcus 
adhesions may grow across the promontory 
from the anterior border of the oval window. 
These may be due to inflammatory changes or 
to otosclerosis. Anterior footplate otosclerosis 
is favorable to stapes mobilization either by 
the indirect approach or by the chisel or 
mobilizer at the annulus of the footplate placed 
anteriorly. This is accomplished providing the 
otosclerotic focus is not too thick or extending 
high on the anterior crus. Thick fibrous ad- 
hesions are unfavorable to mobilization since 
reunion of fibrous tissue is likely to recur. 


2. Otosclerotic focus at the posterior foot plate: 
Again this is a favorable type for mobilization 
and the footplate may be freed with the chisel 
or mobilizer providing the lesion is relatively 
thin. 

Anterior Crus: Occasionally hyperostosis, ex- 
ostosis, and otosclerosis extends high on the 
anterior crus. Fowler has shown that it is 
relatively impossible to mobilize these stapes 
Most 
likely there is a fracture through the normal 


at the stapedial annulus in entirety. 


thin bone of the stapes posterior to the focus, 
associated with a fracture of the anterior crus, 
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These are best handled by anterior crurotomy 
to prevent reunion of the crural fragments. 
Sound then is conducted into the oval window 
by way of the posterior fragment of the foot- 
plate and an intact posterior crus. 

Posterior Crus: The posterior crus is involved 
in a relatively large number of cases. These 
are unfavorable for successful permanent mo- 
bilization in that it becomes increasingly diffi- 
cult to perform crurotomy and fracture of the 
footplate anterior to the focus. Then too, one 
loses the advantage of the hinge like ligament 
attached posteriorly to the footplate. 

Anterior and Posterior Crus: Bipolar otoscle- 
rotic involvement extending to, and on both 
crura, is inoperable and the patient should 
not be subjected to stapediolysis procedure 
since the danger of labyrinthitis is increased 
and lasting results are not likely to occur. 
Likewise, cervical otosclerosis is inoperable. 
Extensive invasion of the footplate occasion- 
ally occurs and mobilization attempts are 
fraught with danger of labyrinthitis and irre- 
versible loss of hearing. 

Calcification of the Annular Ligament has 


been observed. These would respond best to 


the chisel technique at the annulus margin, 
alternating with the indirect method of mo- 
bilization. 


Extensive invasion resulting in thick lesions of 
otosclerotic focus make for a less favorable result. 

In summary then, good lasting results are not 
likely to occur in extensive, bi-crural, vascular oto- 
sclerosis, nor are they likely to occur in cicatrization, 
adhesive processes or downtilted crura. Better re- 
sults will be obtained by thorough inspection of the 
footplate area under high magnification, following 
tympanotomy, which influence the method of choice 
in effecting permanent stapes mobilization. Further 
studies are essential including, histopathological 
analyses, preoperative audiometry, operative photog- 
raphy, procedure employed for mobilization, and 
postoperative results in order to pool enough infor- 
mation so that we may predict the character of 
ankylosis prior to operation. If and when this is 
accomplished, poor results from unfavorably anky- 
losed stapes will be avoided and these patients 
will benefit from the fenestration operation in an 
increasing percentage of cases. 
711 South Jefferson Street 
Roanoke, Virginia 


Professional Courtesy 


The typical doctor treats about 2 per cent of his 
patients on a “professional courtesy” basis, accord- 
ing to the April 14th issue of Medical Economics. 
And if he’s a specialist, this figure rises to about 
5 per cent. 


The magazine recently asked more than 1,000 
doctors about their habits in granting professional 
courtesy to non-M.D.s. The above findings appear 


in the first of several articles based on this survey. 


Such courtesy care is usually “limited to persons 
in professions allied to medicine, to close friends and 
relatives, and to clergymen,” Medical Economics 
reports. The article contains eight tables showing the 
percentages of respondents who make no charge, give 
discounts, or charge full fees for 36 specific kinds 
of non-M.D. patients. 


Highest on the no-charge list are doctors’ own 
office workers (95 per cent of the respondents said 
they give their employes free care). Medical stu- 
dents get full professional courtesy from 87 per cent 
of respondents; clergymen of their own faith, from 
78 per cent of the respondents; nurses they’ve worked 
with, from 66 per cent; and the family dentist, from 
62 per cent. 

Nearly all the surveyed doctors said the kind of 
service rendered—whether a routine office visit or 
major surgery—has no bearing on whether profes- 
sional courtesy is granted. “Once the typical doctor 
decides to extend professional courtesy to an indi- 
vidual, he extends it all the way.”’ “If he doesn’t 
charge his dentist’s wife, say, for treating her cold, 
he won’t charge her for even the most time- and 
energy-consuming operation.” 
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T IS INTERESTING to recall that 10 years ago 
this month many of us were attending this meet- 
ing at the Medical College of Virginia and Dr. 
Julius Lempert was one of the guest speakers. One 
of Dr. Lempert’s subjects was ‘Fenestration Pro- 
cedure” and in another talk on ‘“*Tympanosympathec- 
tomy”, he described an approach to the middle ear 
that Dr. Samuel Rosen was to use 6-7 vears later 
for the mobilization procedure. I wonder what an- 
other 10 years will produce in the treatment of the 
otosclerotic. 

My portion of this symposium has to do with the 
indications and the contraindications for stapes 
mobilization. In reviewing the literature since Rosen's 
original case reports in 1953, it seemed wise to 
divide the indications into general and audiometric. 

The first consideration must by necessity be the 
establishment of a diagnosis of otosclerosis with a 
presumption of stapes footplate fixation. The clin- 
ical diagnosis of otosclerosis is made in the presence 
of: 


1) conductive deafness 
2) history of progression 
3) a. normal external ear 
b. normal ear canal 
c. normal tympanic membrane 


d. normal middle ear and nasopharynx. 


The diagnosis is rarely possible under 18 years 
of age since progression is difficult to ascertain. 
The diagnosis may be made in advanced age but 
is much more frequent in the young adult. 

The history is quite important in diagnosing the 
otosclerotic. Other than the slow progression of the 
deafness the patient will usually have noticed a 
roaring tinnitus. The patient will note that he hears 
well over the phone. The patient will note that he 
hears better in a noisy environment than in a quiet 
one. The patient generally volunteers the informa- 
tion that a hearing aid works well or is entirely too 


Moon, Cary N., JR., Instructor in Department of Oto- 
laryngology, University of Virginia Hospital, Charlottes- 


ville, Virginia. 
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noisy. Most patients with a conduction hearing loss 
will have a quiet low voice. 

Having established the presumptive diagnosis of 
otosclerosis with stapes fixation we proceed to the 
tuning fork test and the audiometric studies. Bone 
conduction is greater than air conduction by the 
512 and 1024 forks. The tuning fork placed in 
the center of the forehead will laterize to the poorer 
ear. Dr. Howard House has said that any patient 
with a conduction deafness, with a history of pro- 
gression, with a negative ear, nose and throat exam- 
ination and who hears the 1024 tuning fork by bone 
longer than by air is a candidate for a mobilization. 
The audiogram confirms the bone conduction to be 
better than air conduction. The audiometric indica- 
tions for stapes mobilization include: 


1) All patients with a 30 decibel or greater air 
conduction loss and normal to 15 decibel bone 
conduction loss. 

2) All candidates suitable for fenestration. 

3) All patients with mixed deafness and a 15 
decibel air bone gap in at least three frequen- 
cies—even those with a bone conduction loss 
up to 45-50 decibels. 

+) Patients with unilateral hearing loss sugges- 
tive of stapes fixation. 


Contraindications to the stapes mobilization pro- 
cedure are infrequent once the previously stated 
indications are confirmed. Probably the most fre- 
quent contraindication is external canal disease. It 
is recommended that the patient should refrain from 
wearing a hearing aid mold for several weeks prior 
to surgery since there is almost invariably a certain 
degree of local inflammatory reaction to the canal 
mold. It is obvious that any inflammatory middle 
ear or nasopharyngeal disease should be a contrain- 
dication. Most certainly an upper respiratory infec- 
tion is a contraindication. 

Any systemic disease or other local disease which 
the consultant feels might complicate a local pro- 
cedure, which can be temporarily very disturbing, 


has to be considered as a possible contraindication. 
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Emotional instability and psychiatric disease is 
a possible contraindication and should require a 
consultant before proceeding with surgery. The aver- 
age patient experiences a period of tremendous ten- 
sions, hopes and fears which continue throughout 
the preoperative, operative and postoperative periods. 
Failure is hard to take for the patient and also for 
the surgeon, and failure after apparent immediate 


postoperative success seems to be an even greater 
blow. 

In general, mobilization successes on fenestration 
failures have been rarely reported. This may be due 
to failure to reproduce the columella effect. 


400 Locust Avenue 
Charlottesville, Virginia 


Medicine’s Fourth Estate 


Every active physician recognizes the constantly 
growing importance of his county, state and national 
medical societies—the three great “estates” of or- 
ganized medicine in America. 

In the past few decades, medical practice has be- 
come ever more complex. Doctors today must deal 
not only with more than a score of fellow medical 
specialists, but with several score of “paramedical” 
technicians, many of whom are finding it difficult to 
adjust themselves to a “table of organization” in 
which the Doctor of Medicine must, by training and 
responsibility, be the captain of the team. 

Then, too, in the areas of hospital-physician rela- 
tions, of public health, of medical care prepayment, 
and of social security, organized medicine is required 
to think in new terms and to act with decision, if 
it is to retain the leadership which the people expect 
of their physicians. The demands of our time call 
for medical statesmanship of the highest order. 

And now, medicine has added a “fourth estate”, 
The World Medical Association, which, though it 
was founded only a little more than ten years ago, 
has already earned for itself world-wide recognition 
as “the international voice of organized medicine”. 

The American Medical Association is one of the 


53 national medical associations which comprise the 
membership of The World Medical Association. 
Within the United States, some 5,500 leading Ameri- 
can physicians have formed a supporting committee, 
known as the United States Committee of The World 
Medical Association. President of the U. S. Com- 
mittee is Dr. Austin Smith, Editor of the Journal 
A.M.A., and its Secretary-Treasurer is Dr. Louis H. 
Bauer, who has also served as Secretary General of 
The World Medical Association since its founding 
in 1947, 

The purposes of the U. S. Committee are those of 
W.ML.A. itself: to work for the highest standards of 
medical care in all parts of the world; to defend and 
preserve the freedoms that are essential to good medi- 
cal practice; to provide a forum for the solution of 
problems common to physicians the world over; and 
to promote world peace. 

You have an opportunity to play your part in this 
vital cause by becoming a member of the U. S. Com- 
mittee of U.M.A. The A.M.A. House of Delegates 


has urged that every member of A.M.A. join the 
U. S. Committee. Annual dues are $10.00, and the 
Committee’s headquarters are at 10 Columbus Circle, 
New York 19, New York. 
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IV. Results Expected from 
Mobilization of the Stapes 


INCE ROSEN’S ORIGINAL REPORT in 1952 

of accidental mobilization of the stapes footplate 
while testing for stapes ankylosis in otosclerosis, he 
has written repeatedly on the subject along with 
many others. Rosen’s purposeful mobilization of 
the stapes, as reported in 1953, met with consider- 
erable initial skepticism which is gradually being 
dissipated. Our changing attitude towards mobiliza- 
tion is evidenced by our preoperative discussion of 
surgery with patients having otosclerosis. Two years 
ago I discouraged patients who expressed interest 
in stapes mobilization. Now the present discussion 
recommends a mobilization as a preliminary pro- 
cedure to fenestration in most cases. In the pre- 
operative discussion one should still emphasize that 
stapes mobilization is a relatively new procedure, 
with little known, as yet, concerning the ultimate 
duration of the hearing improvement. 

At the present time, there are no absolute criteria 
for prediction of results from case selections as there 
are for fenestration. The residual conductive loss 
following fenestration that averages 25 decibels per- 
mits a reasonably reliable prediction of results from 
fenestrations. Theoretically, a fully successful stapes 
mobilization should not leave a residue of unrestored 
conductive loss, the cochlear function being the ceil- 
ing to the hearing results. Actually, contrary to the 
impression conveyed in some published articles, the 
ceiling is only occasionally attained. 

In general, surgical success in mobilization may 
be expected in all cases that have risen to the 30 
decibel level or above in the main speech frequen- 
cies. The highest number of good results are in 
the “A” 
he 


suitability group, and, less, of course, in 
group. 

The results from attempted mobilization of the 
stapes vary, but improve after one has become thor- 
oughly familiar with the procedure. Most otologists 
doing the mobilization operation will report a higher 
percentage of successful results in their most recent 
series of cases indicating a steadily and continual 
improvement in the operative technique. 

At this time, Dr. House advises his patients, who 
are suitable candidates for mobilizations that they 
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have 6 chances out of 10 for a successful mobiliza- 
tion but his statistics are above that for his last 100 
cases. 

In a series of 1400 cases, Dr. House has had six 
who had total loss of hearing after mobilization. 
Two of these occurred immediately as the result of 
trauma and the other four were delayed, apparently, 
on the basis of hydrops or vascular accidents. 

Dr. Shambaugh, Jr., and Dr. Derlachi’s series of 
cases show a very interesting comparison of their 
initial and most recent results. The improvement 
was secondary to increased familiarity with the 
otosclerotic stapes footplate, improved instruments 
and technique. Complications in a group of 440 
operations showed 16 or 3.5 with a further loss 
exceeding 10 decibels for the speech frequencies. 
Some of these are accounted for by fracture of the 
crura, but others are the result of cochlear damage 
due probably to hemorrhage into the labyrinth. 

Dr. Rosen stated at the International Congress in 
Washington in May, 1957, that 36% of all cases 
performed at neck reached a level of 30 decibels or 
better. 36 of all the cases in which mobilization 
was performed at the footplate reached a level of 
30 decibels or better and 44% of all the cases in 
which a fenestration of the oval window was made 
reached a level of 30 decibels or better. 

As for complications, he stated other than a rare 
case of acute otitis media, he has not encountered 
any complications, there not being one instance of 
total loss of hearing. In a small percentage he has 
a loss of 10 decibels. 

There are several other otologists who have re- 
ported large series of cases with their results, but 
it is not necessary to review all these results. . The 
successful cases average around 60% in their latest 
series. 

Re-ankylosis may be partial or complete and 
occurs in a significant number of patients. As our 
period of observation increases, we see more and 
more evidence of both early and late re-ankylosis. 
It is quite likely that time will reveal the necessity 
for revision in re-ankylosis in a large number of 
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cases, the exact percentage being open to further 
study. 

In conclusion the results of stapes mobilization 
are encouraging, and the surgery is quite free of 
operative and postoperative dangers, making the 


procedure a justifiable first choice in the surgical 
treatment of otosclerosis. 


1200 East Broad Street 
Richmond, Virginia 


Tranquilizers Surgical Patient Care 


Four tranquilizing drugs have been found to be 
helpful in better patient management during sur- 
gery. A clinical study by a team of New York doc- 
tors indicates that the drugs have a marked effect 
in relieving apprehension and stress before an opera- 
tion. This results in a reduction in the amounts of 
preanesthetic narcotic and induction barbiturates 
required during and after surgery. Writing in the 
March 22 Journal of the American Medical Associa- 
tion the doctors term the use of tranquilizers a 
“major change in preoperative regimen.” 

Medication before surgery is used to reduce psychic 
and metabolic activity in patients. This develops 
a feeling of less over-all depression, allowing a 
smoother, safer anesthesia with a lower incidence of 
postoperative complications. 

Existing narcotics and barbiturates which have 
been used in this treatment achieved desirable psychic 
and metabolic effects but also produced undesirable 
side-effects such as nausea, vomiting, dizziness, and 
respiratory depression. 

The four compounds observed during the three 
year study were chlorpromazine, mepazine, prome- 
thazine, and diphenhydramine. According to the 
doctors, these drugs “specifically reduce psychic ten- 


sion by means of a selective action on the central 


nervous system areas controlling emotional states.” 

In addition to obtaining the proper psychic results 
the doctors observed that the tranquilizers “reduce 
the incidence of postoperative nausea and vomiting 
to a great extent. This action is most prominent when 
chlorpromazine is used.” 

The doctors—Erwin Lear, Irving M. Pallin, Al- 
bert E. Chiron, Lucien Rousseau, and Osamu Aochi, 
Brooklyn, N.¥.—stated that since the compounds 
used in the study “‘potentiate the actions of agents 
used in anesthesia” the amount of anesthetic admin- 
istered during surgery can be reduced. 

This is also true of the postoperative period. Uti- 
lizing the tranquilizers and reducing the amounts of 
narcotics produces a respiratory pattern similar to 
that of normal sleep. Because of this, patients tend 
to doze longer in the recovery room which delays 
the need for reaction narcotics. 

The doctors feel that present tranquilizers “do not 
represent the ultimate in premedication.” Because 
of their specific action on that section of the central 
nervous system concerned with stress and emotional 
response and of possible shock-sparing properties, 


“they are worthy of more intensive study.” 


bo 
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V. Summary and Comments Upon 
Surgical Treatment of Deafness _ 


A® MODERATOR of this symposium on defec- 
tive hearing due to otosclerosis and its surgical 
treatment, my duties have been made easy, in view 
of the capable otologists discussing the subject. 
While we, 


surgical procedures of mobilization of the stapes and 


here, are considering primarily the 


fenestration, some mention should be made of otker 
surgical means utilized in the correction of con- 
ductive deafness. These are: removal of lymphoid 
tissue in the nasopharynx, correction of congenital 
or acquired atresias of the auditory canal, surgical 
attack upon infection of the middle ear and mastoid 
cavity, followed by efforts with grafts of skin or 
mucous membrane to re-establish the conductive 
mechanism of the ear (tympanoplasty), and by at- 
tempts to restore the integrity of a perforated ear 
drum (myringoplasty). 

While endeavors in the treatment of conductive 
(impedance, obstructive) deafness have met with 
real success, nothing is available as yet for those 
individuals suffering with nerve (receptive, percep- 
tive) deafness except hearing aids and lip reading. 
Nothing of practical value whatsoever may be offered 
to those having deafness of central origin. 

Dr. Thrift has briefly recounted the history of the 
present surgical procedures for the treatment of 
otosclerosis. Surgical efforts to impri ve hearing date 
back to the seventeenth and eighteenth centuries. 
Our recent successes are due to the courage and 
acumen of such modern otologists as Lempert and 
Rosen, plus scientists and engineers responsible for 
the antibacterial medications, the development of 
the electronics of the hearing aids, testing machines, 
and instruments for magnification and improved 
illumination. Investigation of the fundamental his- 
tology and pathology of deafness, particularly oto- 
sclerosis, is being aggressively promulgated by the 
various study groups throughout the world. 

Dr. Bell, in his discussion of the histopathology 
of otosclerosis, has pointed out that the basic lesion 
is new bone formation of and in the vicinity of the 
stapes and oval window. This same process may 
occur elsewhere in the middle and inner ear. The 


pathologic bone can be well visualized macroscop- 
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ically under adequate degrees of magnification. Cer- 
tain observers have classified the otosclerotic process 
as white, pink, and red, depending upon the degree 
of vascularity and, thus, activity present. The red 
process is the most active, and surgical procedures 
in these cases meet with less success, due to the con- 
tinued development and reformation of more ab- 
normal bone, in contradistinction to the types which 
are more stable, pathologically, represented by the 
white limit of the scale of activity. The new bone 
may fix the ossicles and occlude the oval and round 
windows, thus interfering with the sound conductive 
mechanism of the ear. 

Dr. Moon was asked to give us the indications 
and contraindications for surgical attack upon the 
otosclerotic type of conductive deafness only. Time 
does net permit us nor was this presentation intended 
to elucidate upon surgery for active suppuration, 
fibrous and membranous otitic disease, or congenital 
anomalies. He has stated in effect that anyone who 
is suffering with conduction or mixed deafness, and 
in whom the neural mechanism of the ear is func- 
tioning to a good or to a moderately good degree, 
is a potential candidate for the mobilization pro- 
cedure, and may have hopes of obtaining acceptable 
improvement in hearing acuity. In fact, we may 
eventually suggest that anyone with conduction deaf- 
ness, having an intact ear drum and no suppurative 
ear disease, should have a “look in” the middle ear 
cavity (tympanotomy), as the operation is a rela- 
tively simple one and can be accomplished with so 
little discomfort and risk to the patient. As one 
would anticipate, some patients are better candidates 
for a successful result than others, The outcome of 
the fenestration procedure may be better predicted 
than that of the mobilization operation. The latter 
can be surprisingly unpredictable at times. A young 
otosclerotic is a better candidate (there is question 
as to the presence of otosclerosis in children—con- 
genital anomalies, yes) than an older person, as far 
as gain in hearing is concerned. It is obvious that 
a patient with no neural deafness component has a 
better chance for obtaining good hearing than one 
with a mixed type of deafness. 
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The choice between the fenestration procedure and 
mobilization of the stapes presents interesting and 
debatable problems at times. Generally speaking, 
in candidates with identical preoperative conditions, 
theoretically, the one having a successful mobiliza- 
tion procedure will obtain better hearing than the 
one having a successful fenestration operation; for 
in the latter, there is a deliberate technical interrup- 
tion of the continuity of the ossicles plus a limita- 
tion in motion of the drum membrane, thus a sacri- 
fice of perhaps 20 to 25 decibels of hearing. The 
advantages of the mobilization operation over the 
fenestration are numerous. In the case of mobiliza- 
tion of the stapes, the patient spends much less time 
in the hospital (1 to 3 days) and in the operating 
room, with thus a significant saving economically, 
less postoperative discomfort and care, and a better 
chance for a secondary good result in the event of 
failure at the time of the initial procedure (ques- 
tioned by some observers). There are hardly any 
advantages of the fenestration procedure over the 
newer one. Though very definitely an equivocal 
opinion, there is a possibility that, all things being 
equal, there is less chance of the fenestration clos- 
ing, thus reverting to the preoperative status of hear- 
ing disability, than there is a likelihood of refixa- 
tion of the stapes. The very nature of the pathologic 
process would suggest that this is true, but certainly 
more time is needed to substantiate this viewpoint, 
and to date it has not been proven to be true. 

It has been suggested that stapes mobilization be 
considered as a preliminary exploratory operation 
(tympanotomy), to be followed immediately or later 
What 


harm is done in trying mobilization routinely, prior 


by the fenestration procedure if necessary. 


to fenestration? None, apparently, if too much effort 
is not made upon the footplate and if the fenestra- 
tion is carried out immediately. Some believe that too 
much trauma to the oval window area may jeopard- 
ize the cochlear response in the high frequency level; 
and again, that an auditory canal skin flap, sec- 
ondarily formed at a later date, results in more 
bleeding, thus increasing the chances for a laby- 
rinthine accident to a greater degree than the pri- 
marily-formed one. The validity of this reasoning 
is debatable. 

Though not actually included in this symposium, 


something should be said about the technique. 
The fenestration procedure requires more time and 
equipment. A modified type of mastoidectomy is 
necessary under a general type of anesthesia. Whether 
the result is successful or a failure, the mastoid and 
ear cavities are left in a more anatomically-disor- 
ganized condition than in the case of the other 
operation, The morbidity is always greater. The 
stapes mobilization procedure is performed under 
local anesthesia, and is followed by comparatively 
little postoperative discomfort and inconvenience. 
Less equipment is necessary. If the result is a fail- 
ure, the ear, as a rule, is left in essentially the same 
(Ear 


drum intact and in normal position, patient may 


anatomical condition as prior to operation. 


swim, etc.) 

The overall results of the stapedial and fenestra- 
tion procedures have been accumulated and presented 
by Dr. Hayden. It will be noted that the outcome 
in all classes of patients, as far as the categorv of 
eligibility is concerned, is good in each of the two 
types of operation. It is impossible now to judge 
one against the other. If the percentage of success 
is the same or even slightly better in the case of the 
fenestration operation, the consensus of opinion of 
the otologists performing these procedures is that 
the stapes mobilization should be tried first; and if 
this results in failure, then the ear may be fenes- 
trated, either as a primary or secondary procedure. 

The members of the panel have been requested 
to say something about tinnitus, which is so dis- 
turbing to some of the patients with otosclerosis. 
For reasons which are completely unknown, a fair 


percentage of these patients who have been operated 


upon cease to complain of tinnitus following opera- 
tion. In others, the symptom persists, regardless of 
success as far as hearing acuity is concerned. 

In summary, a discussion of the surgical treat- 
ment of otosclerosis has been ably presented by a 
panel of otologists who have been performing the 
stapes mobilization and fenestration procedures. 
They are convinced by their results that a tremen- 
dous advancement has been made in the alleviation 
of some types of conductive deafness. 

104 East Market Street 
Charlottesville, Virginia 
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Treatment of Primary Tuberculosis in Children 


T IS RECOGNIZED that tuberculosis in chil- 

dren under the age of 3 years is serious.! It is 
also well known that those with uncomplicated pri- 
mary tuberculosis are usually asymptomatic and even 
those with progressive primary tuberculous disease 
often have minimal symptoms.’ Diagnosis in this 
group is attained, therefore, by means of the routine 
tuberculin test, performed sometime during the first 
vear of life and annually thereafter. Of course, the 
test is always indicated when there is known contact 
with tuberculosis. 

Uncomplicated primary tuberculosis may be di- 
vided into three main groups: (1) positive reaction 
in the Mantoux test, with no physical or roentgeno- 
graphic evidence of tuberculous disease, (2) roent- 
genographic evidence of regional gland enlargement 
and (3) roentgenographic evidence of regional gland 
involvement (usually enlargement) and a primary 
parenchymal focus. 

The primary focus occurs in the lung parenchyma 
in over 90 per cent of the cases. When, therefore, 
there is a positive tuberculin reaction with no phys- 
ical cr roentgenographic evidence of disease, it must 
be assumed that there is a lesion in the lung paren- 
chyma, too small to be visible on roentgenogram, and 
involvement of the regional lymph nodes (without 
demonstrable enlargement). This is the most com- 
mon form of primary tuberculosis. 

Next in frequency is that demonstrating involve- 
ment of the regional nodes, usually mediastinal, 
without roentgenographic evidence of a primary 
parenchymal focus, although one obviously must 
exist. 

Finally, the least frequent group is composed of 
those with both a demonstrable primary parenchymal 
focus and regional gland involvement. 

A further group is made up of those who exhibit 
reaction in the Mantoux test with no roentgeno- 
graphic evidence of disease but with a tuberculous 
lesion demonstrable on physical examination, ¢.g.. 
hypertrophy of one or more superficial cervical lymph 


nodes. 


From the Department of Pediatrics and the Child Chest 
Clinic, Medical College of Virginia, Richmond. 

Presented at the Annual] Meeting of The Medical So- 
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Treatment of uncomplicated primary tuberculosis 
is not yet standardized but a suggested outline is 
presented here (Table 1). Careful search for and 


TABLE 1 
Removal of Adult Tuberculosis Contact 
High Protein Diet 
Vitamin Supplement 
Periodic Follow-up 
Isoniazid, 10 mg/kg. body weight 
(Maximum daily dose 400 mg) 
Treatment of Uncomplicated Primary Tuberculosis 


removal of the adult tuberculosis contact remain ex- 
tremely important. Roentgenographic examination 
of all adults is indicated, and this includes not only 
parents, grandparents, and other relatives, but also 
household servants, such as the maid of all work, 
who is present in the household for one or two days 
each week, caring for children and housework, while 
the mother manages to leave for a few hours recrea- 
tion. The contact must be found and removed. 

The infected child must have a high protein diet 
and the usual vitamin supplements for one of that 
age. 

Follow-up care is extremely important and the 
child should be seen by a physician at monthly in- 
tervals for the first 3 months, bi-monthly intervals 
for the next 3 visits, again after 3 months, two more 
visits at 6 month intervals and annually thereafter. 
Serial chest roentgenograms, fluoroscopy, history and 
physical examinations are all utilized. 

There has been considerable discussion as to 
whether or not children with uncomplicated primary 
tuberculosis should receive isoniazid therapy. Such 
treatment would of course necessarily be directed 
toward the prevention of complications. Almost three 
years ago, the United States Public Health Service 
instituted a study designed to answer the question 
as to whether or not specific therapy should be uti- 
lized in uncomplicated primary tuberculosis. The 
study began with nineteen cooperating clinics 
throughout this country, and one in Puerto Rico, and 
the number of participating groups has now grown 
to thirty-three, including one in Mexico. 

Figures from the study presented earlier this 
month before the Chest Section of the American 
Academy of Pediatrics would appear to substantiate 
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the wisdom of isoniazid therapy as mentioned above. 

The Tuberculosis Committee of the American 
Academy of Pediatrics* advises that all children with 
active primary tuberculosis be given the benefit of 


isoniazid therapy. However, those who show a posi- 
tive reaction in the Mantoux test with no evidence 
of tuberculosis must still be individualized since the 
danger of complications in this group is not nearly 
so great. 

So-called “progressive primary” tuberculous dis- 
ease indicates worsening of the patient. While radio- 
graphic evidence of increased disease is in itself not 
an indication that the patient is worsening, it may be 
helpful. 

There are three types of tuberculous pneumonia. 
One of these may occur at the site of the primary 
parenchymal focus. The second, which is hematog- 
enous in origin, occurs near, or shortly after, the 
close of the so-called incubation period and is evi- 
denced on roentgenogram by nodular densities in 
the lung parenchyma. The most serious form of 
pneumonia occurs as the result of rupture of a caseous 
node into a bronchus. Symptoms present in those 
with the first two types of pneumonia may be rela- 
tively inconsequential, but the child affected with 
pneumonia resulting from rupture of a caseous node 
into a bronchus is extremely ill. 

No discussion of lung densities is complete with- 
out some mention of atelectasis. In primary tuber- 
culous disease this may occur in either of two ways: 
(1) the lesion may be extrabronchial or (2) it may 
be endobronchial. In the first condition, an edema- 
tous node is so placed that it impinges upon the 
bronchus, causing occlusion of the lumen with re- 
sultant collapse of that area of the lung distal to it. 
In the second instance, a caseous node has actually 
eaten its way through the wall of the bronchus and 
filled the lumen with caseous, or granulomatous, 
material. 

In any such case, bronchoscopy is indicated. Noth- 
ing can be accomplished by this procedure if the 


lesion is extrabronchial but if an endobronchial 
lesion exists, the caseous or granulomatous material 
may be at least partially evacuated. It must be 
stated, however, that the treatment of endobronchial 
tuberculous disease has been extremely disappointing. 

No effort will be made here to go into the various 
types of pulmonary and extrapulmonary tuberculosis 
which may occur. Suffice it to say, all patients with 
“progressive primary” tuberculosis should have bed- 
rest in addition to the treatment outlined for uncom- 
plicated primary tuberculosis. All must have the 
benefit of specific therapy. It is suggested that this 
consist of isoniazid, 10 mg. per kg. body weight, per 
day, and para-aminosalicylic acid, 200 mg. per kg. 
body weight, per day. Therapy should be continued 
for a minimum of twelve months. If the patient ap- 
pears to worsen in spite of this treatment, streptomy- 
cin, 40 to 80 mg. per kg. body weight, should be 
added. (Table 2). If miliary tuberculosis or tuber- 


TABLE 2 
1. Isoniazid, 10 mg/kg. body weight 
(Maximum daily dose 400 mg) 
2. Para-aminosalicylic Acid, 200 mg/kg. body weight 
(Maximum daily dose 12 grams) 
3. Streptomycin, 40-80 mg/kg. body weight 
(Maximum daily dose (gram), 
Dosage of Antimicrobial Agents 


culous meningitis occurs, all three of the above men- 
tioned drugs should be employed. 
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The Clinical Use of Dextrotest 


OR MANY YEARS there has been a need for 

a simple blood sugar test that could be quickly 
and economically carried out in the physician’s office, 
at the bedside, or in the hospital emergency room. 
Several tests have been suggested in the past but 
they have had disadvantages that have prevented 
their general use. The recent introduction of Dex- 
trotest* has filled this need.! 

In the performance of Dextrotest, water is added 
to the 2 ml. mark on a specially calibrated test tube. 
(See Figure 1.) A tablet containing sulfosalicylic 
acid and sodium bicarbonate is added and allowed 
to dissolve. One ml. of venous blood is added and 
the tube is vigorously shaken. The proteins form a 


3 4 


Figure 1—Steps in the performance of Dextrotest: 
1. Tablet “P” is added to 2 ml. of water. 
2. One ml. of blood is added and the tube is shaken. 
3. The precipitated proteins are removed by paper fil- 
tration. 
4. Tablet “S” is added and the color noted 30 seconds 
after boiling has ceased. 


Moss, JAMEs M., Clinical Associate Professor of Medi- 
cine, Georgetown University, Washington, D. C. 

Presented at annual meeting of The Medical Society of 
Virginia, Washington, D. C., October 27-30, 1957. 

* Dextrotest: Registered trademark Ames Company, 
Inc., Elkhart, Indiana. 
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brownish precipitate which is removed by paper fil- 


tration into a small flared-mouth test tube. After 


one ml. of the clear filtrate is collected a tablet con- 
taining copper sulfate, sodium hydroxide, sodium 
bicarbonate, and citric acid is dropped into the solu- 
tion. Heat is generated causing the solution to boil. 
After the boiling has ceased the tube is shaken 
briskly and the color compared with a scale thirty 
seconds later. A blue color indicates a blood sugar 
of 100 mg. per 100 ml. A green color indicates a 
blood sugar of 150 mg. per 100 ml. A brown color 
indicates a blood sugar 200 mg. per 100 ml. An 
orange color that appears during boiling indicates 
a blood sugar over 300 mg. per 100 ml. The tech- 
nician experienced with Dextrotest can interpolate 
between these levels. More accurate determinations 
in the higher range can be obtained by repeating the 
test with a diluted filtrate. 


TABLE 1 
TOLERANCE Tests WITH Use oF DEXTROTEST 
IN EIGHTEEN PATIENTS 


Glucose Tolerance, Mg./100 MI. 


Fasting 1 Hr. 2 Hr. 3 Hr. 
125 225 300 
150 250 150 
100 200 150 
100 200 125 
100 200 100 
100 150 150 
100 150 125 
100 150 150 
100 150 150 
125 150 125 
125 150 125 
100 150 100 
100 150 100 
100 100 100 
100 100 100 
100 150 100 100 
100 125 100 
100 125 100 100 


Diagnosis* 
Diabetes 
Diabetes 
Diabetest 
Potential diabetes 
Potential diabetes 
Potential diabetes 
Potential diabetes 
Potential diabetes 
Potential diabetes 
No diabetest 
No diabetest 
No diabetes 
No diabetes 
No diabetes 
No diabetes 
No diabetes 
No diabetes 
No diabetes 


* Diagnosis based on results of Folin-Wu blood sugar 
tests. 


+ On basis of Dextrotest alone these 3 patients would 
have been incorrectly classed as potential diabetics. 


Duplicate blood sugars were done in over 1000 
specimens from private diabetic patients and in 250 
specimens from patients in the diabetic clinics of 
the District of Columbia General Hospital and the 
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Georgetown University Hospital. As can be seen 
in Figure 2, wide variations were sometimes cbtained 
between the results of Dextrotest and the Folin-Wu 
test.2 The widest variations were obtained in the 
early stages when we had no experience with Dex- 
trotest or when we tried to use it under the harried 
conditions of a busy diabetic clinic. Best results 
are when each test is carried out individually and 
without interruption. Constant vigilance is needed 
to avoid a sloppy and inaccurate technique in using 
a test as simple as this one. With increased expe- 
rience in using Dextrotest an accuracy of plus or 
minus 25% can be obtained. 

In the routine management of patients with dia- 
betes mellitus, it is desirable that a blood sugar 
test at the of If 
the standard blood sugar tests are used the patient 


be done time each office visit. 
usually has to make one visit to the laboratory and 
a second visit to the doctor. With Dextrotest, it is 
possible to determine the blood sugar on each patient 
and to have the result available within five minutes. 
In the past two years it has been our practice to do 
both a Dextrotest and a Folin-Wu blood sugar on 
each diabetic patient at the time of his return visit. 
The results of the Dextrotest are immediately avail- 
able and the subsequent treatment is planned on the 
basis of this. The patient is telephoned later in the 
day if there is any significant variation between Dex- 
trotest and the Folin-Wu test. In only one out of 
every one hundred patients is the variation great 
enough that the treatment must be changed. Dextro- 
test is a useful addition to the urine sugar test in 
following diabetic patients when facilities for more 
accurate blood sugar are not available. 

Many patients with mild diabetes have an elevated 
blood sugar but no sugar in the urine. These pa- 
tients can be detected if routine postprandial blood 
sugar tests are performed. In the past two years we 
have done a Dextrotest blood sugar on every patient 
who has had a complete blood count in the office. 
As can be seen from Figure 3, most of these patients 
had blood sugars around 100 mg. per 100 ml, but 
some were in the neighborhood of 125 and 150 mg. 
per 100 ml. The higher blood sugars were usually 
obtained in patients who had eaten within two hours 
before the blood sugar was drawn. Further tests 
were done on those patients with an abnormal ele- 
vation of the blood sugar. Three out of the first 
twenty such patients tested were found to have pre- 
viously unsuspected diabetes. 

Dextrotest was used to rapidly confirm the diag- 
nosis of diabetes in nine patients who had typical 
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DEXTRO TEST 


BLOOD SUGAR 100m 


diabetic symptoms and glycosuria. 


Thus, it was 
possible to start their treatment at the time of the 
first visit. 


A glucose tolerance test is often done to establish 
the diagnosis of diabetes. This is an expensive and 
time consuming procedure that is not necessary when 


+ 00 zs so 78 200 225 AND 
FOUN-WU TEST 
Fig. 2—Scattergram comparing results of duplicate blood 
sugar tests using Dextrotest and the Folin-Wu method in 
729 patients. 
there is a definite elevation of the fasting or of the 
past-prandial blood sugar. In eighteen glucose tol- 
erance tests we used both Dextrotest and the Folin- 
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TIME ELAPSED BETWEEN FOOD AND BLOOD SUGAR TEST 


Fig. 3—Graph showing blood sugar levels obtained in 600 
patients who had blood drawn for routine blood cell 
counts. The stars in the top line of the one-hour, two- 
hour, and three-hour columns indicate new diabetics. 


Wu determinations. In general there was a close cor- 
relation between the two methods but the more 
accurate Folin-Wu method is needed to diagnose 
the border line patient.‘ 

In the differential diagnosis of coma due to hypo- 
glycemia and of coma due to diabetic acidosis, a 
rapid blood sugar test is very helpful. Theoretically, 
the physician should be able to make the differential 
diagnosis on the basis of history and the physical 
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signs and to confirm the diagnosis by testing the 
urine. However, mistakes do occur, We have seen 
patients in hypoglycemia given insulin and those in 
If Dextrotest had 
been used routinely in the hospital emergency rooms, 
the proper treatment could have been instituted im- 
mediately. 


diabetic acidosis given glucose. 


In the treatment of diabetic acidosis it is desir- 
able to have blood sugar tests every two hours and 
to know the results of those tests shortly after the 
blood is drawn. In many hospitals it is difficult to 
get blood sugar tests at night and on weekends. 
Emergency blood sugar tests during the day often 
disrupt the routine laboratory work. Consequently, 
most patients in acidosis are given too few blood 
sugar tests. Recently, we have treated five patients 
in diabetic acidosis using Dextrotest as the only 
guide to the blood sugar level, the serum acetone 
test? as the only guide to the degree of acidosis, and 
the electrocardiogram as the only guide to the level 
of serum potassium. Insulin was injected into the 
tubing of the infusion as soon as the results of 
bi-hourly blood sugar and serum acetone tests were 
known. Thus it was possible to vary the size of 
each dose of insulin depending upon the response 
to the previous dose. The size of the initial dose 
was varied with the blood sugar, the serum acetone 
and the general conditions of the patient. The ini- 
tial intravenous fluid given the patient consisted 
of 1000 to 3000 ml. of lactated Ringer’s solu- 
tion given over a period of two to four hours. As 
soon as the blood sugar had fallen below 250 mg. 


per 100 ml. or the urine sugar had changed from 


Figures 2 and 3 are reprinted from J.A.M.A. 164: 762- 
764, 1957, by permission of Dr. Austin Smith. 
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four plus to three plus the lactated Ringer’s solution 
was stopped and 1000 to 3000 ml. of 5% or 10% 
glucose in water was started at a much slower rate. 
Forty meq. of buffered potassium phosphate was 
added to each liter of the glucose solution. The 
disappearance of acetone from the serum after six 
to twelve hours of vigorous treatment indicated that 
the acidosis had been successfully corrected. Regu- 
lation of the diabetes was then carried out in the 
usual manner. 


SUMMARY 


A rapid and economical blocd sugar test has been 
described. Dextrotest can be used in the detection, 
diagnosis, and regulation of diabetes mellitus. It 
is especially helpful in emergency situations such 
as hypoglycemia or diabetic acidosis. 
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Primary Glaucoma 


HE CONCEPT 
changing. 


OF GLAUCOMA is ever 
The primary and secondary glau- 
comas, a few decades ago, were worlds apart in their 
then accepted meaning. Now the difference between 
the two has narrowed. Not many years ago, glau- 
coma following thrombosis of the central veins of 
the retina was thought to be a purely secondary type, 
and little thought, after enucleation of the offending 
eye, was ever given to the fellow eye. I should not 
like to minimize the anatomical importance of the 
intimate relationship between the central artery and 
vein and their branches at their crossings by virtue 
of their common adventitious sheaths. It is at these 
points, when thickening and sclerosis of the vessels 
is present, that a thrombosis is apt to occur. Un- 
doubtedly, in many of these cases, the glaucoma 
which ensues is purely secondary in nature. It is 
also true that here and there have been reports call- 
ing our attention to the fact that the glaucoma en- 
countered in some of these cases is, in fact, primary, 
and that the often high pressure resulting from a 
blockage of the central vein really represents a glau- 
coma superimposed on a pre-glaucomatous eye. 
Glaucoma, following complete occlusion of the 
central retinal vein, occurs in some 10 to 20% of 
the cases. The average interval before the onset of 
the glaucoma is about three months. Now let us 
examine more critically some of these cases of throm- 
botic glaucoma. Duke-Elder' has stated “at the time 
of the occurrence of the thrombosis, when the central 
vein is involved, the intra-ocular tension is usually 
low, even by as much as 20 to 30% lower than in 
the unaffected eye, a phenomenon probably asso- 
ciated with the diminution of the blood flow. Sub- 
sequently, however, it tends to rise, particularly in 
those cases where an initial fall is absent.” He 
further states: “‘it is to be remembered, of course— 
a fact which is often forgotten—that thrombosis 
frequently occurs in pre-glaucomatous eyes; the vas- 
cular accident may merely precipitate a pre-destined 
attack, and, indeed, the glaucoma may be a factor 
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in determining the glaucomatous obstruction.” 

Redmond Smith? feels that the growth of new 
blood vessels on the iris (rubeosis) always precedes 
a true thrombotic glaucoma by virtue of blockage 
of the corneoscleral trabeculae. Since pre-existing 
glaucoma predisposes to occlusion of the central 
vein, he believes that primary glaucoma may be 
present first and is followed by occlusion of the 
central vein which is followed by a thrombotic 
glaucoma. In eleven of his cases of glaucoma with 
central vein occlusion, six had increased intra-ocular 
tension before rubeosis of the iris or proliferative 
changes in the angle developed. All six patients had 
glaucoma in the fellow eye also. This observation 
may be an important point in determining whether 
or not glaucoma was present before the thrombosis 
occurred. 

Leydhecker, Weeckers and Grant* and others have 
also shown by tonographic studies that many patients 
with venous thrombosis have simple glaucoma in 
the other eye. 

I should like to briefly report two cases of throm- 
botic glaucoma superimposed on a pre-existing pri- 
mary glaucoma. 

Case I. C. R. M., white male, age 57 years. This 
patient was first seen on February 3, 1956, about 
six weeks following a thrombosis of the central 
veins of the left eye. At this time the corrected vision 
in the right eye was 20/16, and in the left reduced 
to hand movements. Examination of the fundus of 
the right eye revealed moderate arteriolar sclerosis 
and spasm. In the left eye the fundus exhibited a 
typical picture of thrombosis of the central retinal 
vein, with fairly marked sclerosis and spasm of the 
arterioles and beginning degeneration of the macula. 
Pulsation of the retinal arteries was present. The 
tension at the time was 30 mm. Hg. in the right eve 
and 45 mm. Hg. in the left. Subsequently, the left 
eye became hard and painful. Bulbous keratitis de- 
veloped and rubeosis iridis, which had not been 
present previously, was now well advanced. An 
alcohol injection gave only temporary relief from the 
pain. Enucleation of the left eve was performed on 
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June 26, 1956. In the meantime, the tension of the 
right eye has remained elevated in spite of the use 
of miotics and Diamox, ranging from 25-36 mm. 
Hg. On Gonioscopic examination of the right eve, 
the angle was found to be open. Water provocative 
tests produced a rise in pressure within 30 minutes 
of 11 mm. Hg. The vision in the right eye has re- 
mained normal and the fields are essentially normal. 
Since the rubeosis iridis on the left eye occurred 
subsequently to the marked initial rise of tension, 
and since glaucoma was present in the fellow eye, 
it is felt that this case represents a pre-existing 
chronic glaucoma of each eye with thrombotic glau- 
coma of the left eye superimposed. 

Case J. C. 
This patient was first seen on June 26, 1956. On 


white female, age 70 years. 


the day before, the vision in the right eye had failed 
suddenly. Right eye vision was reduced to hand 
movements, and left eye vision was 20/15, corrected. 
Examination of the right eye revealed a typical pic- 
ture of thrombosis of the central vein. There was 
moderate sclerosis of the retinal arterioles. The left 
eve was normal except for moderate vascular scle- 
rosis. Tension was R.E. 20.4 and L.E. 22.2 mm. 
Hg. About one month later the tension had risen to 
31.8 in the right eve and 36.9 mm. Hg. in the left 
eye. A trephine operation performed on the right 
eye gave relief from pain although the tension has 


“Doctors’ fees are lower in relation to living costs 
than they were twenty years ago.” So writes Dr. 
Arthur G. King in the April 28 issue of Medical 
Economics. And he proves the point with these in- 
teresting examples drawn from U.S. Department of 
Labor data: 

“Back in 1936, an electrician had to work 2!, 
hours in order to earn the money to pay for a G.P.’s 
daytime house call. . . . In 1956 it took him only 
1' hours’ work” to pay for the same service. 

“When the plumber had his appendix taken out 
in 1936, the surgeon’s fee set him back 73! hours’ 
pay... . In 1956 it cost him only 44 hours’ pay. 

“Ir 1936, the delivery of a baby by his family 
doctor cost the electrician 32% hours of work 
In 1956 the average electrician had to work only 
27 hours to pay the fee for the same service. . .” 

Thus patients are getting a better bargain, the 
Medical Economics article points out. As for doc- 
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Patients Getting a Better Bargain 


remained elevated. At the present time, rubeosis 
iridis is fully developed and the filtration angle 
is occluded by 


vascularized peripheral anterior 


synecheae. Although she has been taking Diamox 
and using miotics freely, the tension in the left eye 
has ranged from 26-37 mm. Hg. Water provocative 
tests had no effect on the pressure of the right eye, 
and in the left eye the rise was only 6.1 mm. Hg. 
It is thought that this case also represents a pre- 
existing glaucoma followed by thrombosis in the 
right eye. 

In conclusion I should like to re-emphasize that 
since pre-existing primary glaucoma may predispose 
to thrombosis of the central vein of the retina, it 
should behoove all of us to keep this possibility in 
mind and to observe the fellow eye with the utmost 
care until the presence or absence of glaucoma can 
be definitely determined. 
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tors, they’re worse off in some ways—since their 
fees have risen less than the cost of living. Dr. King 
cites these examples: 

“A pair of shoes for his wife cost the average G.P. 
1.28 house calls in 1936. They cost him 2.28 house 
calls in 1956.... 

Thus patients are getting a better bargain, the 
Medical Ecoonomics article points out. As for doc- 
tors, they're worse off in some ways—since their fees 
have risen less than the cost of living. Dr. King 
cites these examples: 

“A pair of shoes for his wife cost the average 
G.P. 1.28 house calls in 1936. They cost him 2.28 
house calls in 1956... 

“In 1936, a surgeon could have bought a stenog- 
rapher’s full-time services for a year with the fees 
from 12.36 appendectomies. But he had to do 19.44 
appendectomies in 1956 to pay for the same amount 
of strenographic help.” 


| 
> 
259 


Rural Public Schools 


HE PURPOSE of this note is to describe an 
epidemic among elementary school children and 
the modification of this epidemic by the intradermal] 
inoculation of virus vaccine. Dosage was 0.1 c.c. of 
Asian “A” (200 CCA units per c.c.) and 0.1 c.c. of 
the standard polyvalent influenza virus vaccine. Vol- 


unteers for the inoculated group consisted of 305 chil- 
dren; control group consisted of 115. Figure 1 shows 
the total absenteeism during the epidemic period. 
Figure 2 compares percentage-wise, the inoculated 
with the control group. 
October 1, 1957. 


Inoculation was done on 
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1DEMIC IN PUBLIC SCHOOLS 


STU OF VIRUS EPI 


Figure 1. 


Four clinical pictures were manifested during the 
epidemic: (1) gastrointestinal symptoms lasting one 
to two days; (2) Slight sore throat with tenderness 
at the angle of the mandible, and a granular pal- 
pebral conjunctivitis; (3) A severe syndrome, be- 
ginning with severe frontal headache, gradually 
developing fever, and mild tracheal cough. This 
subsided after three or four days to the picture of 
a “head cold”, afebrile but with a dry cough; (4) 
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Figure 2. 


Also relatively severe was a gradually developing 
tracheobronchial cough, with high fever, temporal 
and orbital headaches, malaise and generalized ach- 
ing in the neck and back muscles. 

The third and fourth syndromes were commonly 
followed by a persistent, dry, tracheal cough, and a 
low grade ‘‘viral” peritonsilar erythema. Occasion- 
ally, there was cryptitis with a cheesy exudate. Pneu- 
monia was not encountered. 

Our statistics have excluded the two mild clinical 
pictures and are based on the third and fourth 
syndromes lasting three or more days. — 
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In 289 of the inoculated groups there were 107 
cases of the severe illnesses. The vaccine therefore 
was 62% effective. In the group of 103 controls, 
only 39 were so protected, or 38%. 

In conclusion, intradermal inoculation of school 


children has produced significant modification of this 


Reading 


Premature births and complications during preg- 
nancy may be factors in causing reading disorders 
among children. This theory was advanced by Drs. 
Ali A. Kawi of New York and Benjamin Pasamanick 
of Columbus, Ohio, in March 22 Journal of the 
American Medical Association. 


Following a controlled study of 205 boys, rang- 
ing in age from 10 to 14 years, with known reading 
disorders, the doctors observed, ‘Children with read- 
ing disorders had a significantly larger proportion of 
premature births and abnormalities of the prenatal 


and paranatal periods than other control subjects.” 


Brain damage during pregnancy has been a fac- 
tor in fetal deaths and it is known that such brain 
damage plays an important part in cerebral palsy, 
epilepsy, mental deficiency, and behavior disorders 
in childhood. Since the brain plays a major role 
in our ability to read it was natural to assume that 
such damage to the brain during pregnancy could 


contribute to reading disorders in children. 


This study, involving only boys, was conducted 
in Baltimore and included 205 children with read- 
ing disorders and a similar number, in the same 
age category, with normal reading behavior. In 
addition to basic identification, the examiners ob- 
tained birth certificates, clinical information, and 
complete hospital birth records of each child studied. 
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particular viral epidemic. Several additional clinical 
pictures are noted, probably each with its own viral 
agent. 

Box 549, R.F.D.1 

Fredericksburg, Virginia 


Disorders 


The doctors found that ‘a total of 104 complica- 
tions occurred among the group with reading dis- 
orders, as contrasted with 50 in the control group.” 
“Of the children with reading disorders, 16.6 per 
cent had been exposed to two or more maternal com- 
plications, as compared to 1.5 per cent among the 
controls." Maternal complications appearing to be 
highly associated with reading disorders are ‘‘pre- 
eclampsia, hypertensive disease, and bleeding dur- 
ing pregnancy.” The three tend to produce an oxy- 
gen deficiency, the doctors said. 

Since premature infants are more susceptible to 
oxygen deficiencies, it is interesting to note that 11.5 
per cent of those children with reading disorders had 
been born prematurely. This compares with only 
4.6 per cent of premature births in the control group. 
These premature percentages include only surviving 
infants. 

As a result of their study the doctors concluded 
that the age of the mothers, number of previous preg- 
nancies, length of labor, and the type of delivery are 
not contributing factors in reading disorders. 

In the future, “efforts must be directed toward the 
eradication of maternal and fetal abnormalities, since 
these not only influence infant loss but also appear 
to have an effect on the surviving infant.” This can 
be done, they added, by preventive measures and im- 
proved treatment during pregnancy. 
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Diagnosis of Poisoning 
To Tue Eptror: 

Referring to the editorial note on Diagnosis of 
Poisoning-Sulfanilamide Compounds — which ap- 
peared in the Virginia Medical Monthly 85:149 
(March) 1958, I wish to state that the test described 
by you in this note was originated by me in a paper 
published by me in the Virginia Medical Monthly 
69:334 (June) 1942 and entitled “Lignin Test For 
Sulfonamides.” The test proposed by me in this 
paper was confirmed repeatedly by E. Bogen and 
also by Robert Hubata in his paper entitled “A 
Simple Test for the Detection of Sulfonamide Com- 
pounds in Urine” which appeared in War Medicine 
5:56 (January) 1944. I was very glad to learn that 
my test is now generally accepted and is serving a 
useful purpose. Leo I. Hauiay, M.D. 
Fort Blackmore, Virginia 
March 8, 1958 


Poison Information Center 
To Tue Eprror: 

I noticed with interest the letter regarding the 
Richmond Poison Information Center written by 
Mrs. Cary W. Davis, (February 1958). I think that 
the Monacan Junior Woman’s Club is to be com- 


Epidemic Diarrhea 


Two outbreaks of epidemic diarrhea among hos- 
pitalized infants were found to have been caused by 
a virus, a group of New York researchers have re- 
ported. This is “the first instance in which a virus 
isolatable by laboratory methods has been shown to 
be a cause of diarrhea.” (March 29 Journal of the 
American Medical Association) 

Bacteria or parasites are known to be a cause of 
some diarrheal diseases, but in about 65 per cent of 
cases, no bacterial or parasitic cause can be found. 
It has generally been assumed that a number of 
viruses may be responsible for these illnesses, but a 
definite viral agent had never been isolated. 

In the New York outbreaks, ECHO virus type 18 
was found to be associated with every case. The two 
outbreaks occurred in July 1956 at New York Hos- 
pital. Twelve of 21 infants in the premature nursery 
A detailed survey failed to show any 
noninfectious or bacterial cause for the outbreak. 
Four days after the end of the first outbreak, a sec- 
ond occurred in a sick infant ward in the same 
hospital. Five babies became ill. The infection was 


became ill. 
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plimented for their excellent work with reference to 
Both the State Chapter of the 
American Academy of Pediatrics and the Virginia 


the poison center. 


Pediatric Society have been keenly aware of the 
problem of poisoning particularly in children and 
have active committees at work throughout the State. 
The State Health Department in cooperation with 
the City Health Department and local Medical So- 
ciety has now established Poison Information Cen- 
The Public Health 
Service has established a National Clearing House 


ters in Norfolk and Roanoke. 
for Poison Information Centers which sends out 
monthly bulletins to the three Poison Control Cen- 
ters in the State and assists in compilation of data. 
An active educational program aimed at the public 
as well as the physician is already under way in a 
number of communities throughout the State. It 
is hoped that every physician will avail himself of 
the facilities of the centers in the State and will, 
as Mrs. Davis mentioned, emphasize to his patients 
the importance of prevention of poisoning. 

H. WM. Fink, M.D. 

State Chairman of the”Accident 


.. Prevention Committee 
Norfolk, Virginia oA 
é BPs American Academy of Pediatrics 
April 1, 1958 


Caused by Virus 


apparently carried from one nursery to the other by 
a nurse from whom the virus had been isolated. 
The authors listed several points that give support 
to the conclusion that the virus called ECHO 18 
ECHO 18 was isolated from 
every infant who became ill, but not from those 


caused the outbreaks: 


remaining well. The virus was found among infants 
in the premature nursery only during the course of 
the outbreak; it was not present before or after the 
epidemic ran its course. The second outbreak oc- 
curred after exposure to a nurse known to be infected, 
again showing a definite association between the 
presence of the virus and the appearance of diarrhea. 

Of some interest was the course of the illness in 
premature infants. Considering their relatively poor 
response to bacterial infection, these infants “with- 
stood their illness surprisingly well.” The disease 
was mild and they recovered soon. 

The authors are Dr. Heinz F. Eichenwald, Alex- 
ander Ababio, B.A., and Drs. Albert M. Arky and 
Alan P. Hartman of the department of pediatrics, 
the New York Hospital-Cornell Medical Center. 
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Mental Health.... 


EEG Studies in Mongolism 


Except for a number of papers in psychological 
journals by George Kreezer comparing the alpha 
index and amplitude with intelligence, and one paper 
by Siv Gunnarson on a similar topic, there is very 
little that has been written specifically about the 
electroencepalograms of mongols. Except to quote 
Kreezer, standard texts such as Diagnostic Electro- 
encephalography by Strauss and Clinical Electro- 
encephalograph by Cohn do not mention mongols. 
Schwab’s Electroencephalography in Clinical Prac- 
tice says only that the “EEG’s of mongols are usually 
normal”. 

However, in Gibbs’ First Atlas, it is stated that 
“mongoloid imbeciles without a history of seizures 
and without evidence of severe brain damage show 
more abnormalities than the undifferentiated feeble- 
minded. In such patients the EEG shows large num- 
bers of scattered slow waves but also many fast 
waves 18-20 per second which vary greatly in am- 
plitude.” 

As a small part of a larger study of cardiovascular 
and other anomalies by Benedict Nagler, M.D., and 
R. H. G. Butcher, M.D., at the Lynchburg Training 
School and Hospital, Colony, electroencephalograms 
were made on 86 cases randomly selected out of the 
total of 230 mongols in residence. 

Because of a general inability to cooperate (more 
than 69 were classified as idiots or imbeciles, 3 
morons, 14 unknown mental age) the records were 
characterized by artifact and were difficult to inter- 
pret with confidence. Forty-six were male, 40 female. 
The age range was from four months to 52 years— 
average age 27+. The age of one patient was 
unknown. 

In this group of 86 electroencephalograms four 
were paroxysmal in character. One of the paroxys- 
mal records appeared in one of the three morons 
who did not have any history of seizures. The other 
three paroxysmal records were obtained in patients 
who either had known or questionable seizures. Rec- 


ords were grouped into (1) normal and borderline 


FUNKHOUSER, JAMES B., M.D., Assistant to the Com- 
missioner, Department of Mental Hygiene and Hospitals, 
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AGE DISTRIBUTION 
(85 Mongols) 


Number 
of 
Subjects 
24 


20_ 


Years 0-10 11-20 21-30 31-40 40-50 50+ 
normal, (2) mild to moderate diffuse slow, (3) 
amplitude asymmetry and mild focal slowing, (4) 
severe paroxysmal slow and/or spikes and (5) ab- 
normally fast records. Only one record in the 86 
was considered abnormally fast. This is curious 
when we consider Gibbs’ findings and the age of 
these patients. Eighteen of these cases were 40 years 
of age and over. 

These groupings were then compared with Gibbs’ 
original study (EEG Classification of Epileptic and 
Control Subjects—Archives of Neurology and Psy- 


)- ? 


chiatry 5 August 1943) whose epileptic and 
control groups matched our age groups remarkably 
well. 

The percentages of the five groups and the com- 
parisons are shown as follows: 


% Gibbs’ 
No. Approx. % Normal 
Cases Mongols Controls 
Normal (including borderline) 56 65.7 $4.2 
Mild to moderate diffuse slow 18 20.7 8.3 
Amplitude asymmetry and 
mild focal slow 8.1 0.0 
Severe or paroxysmal slow 
and/or spikes : 4.4 
Mild to severe fast 1.1 


16 
16_ 15 
12 
11 
8_ 7 
(1) 
: (3 
(4 
(5) 
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Statistically the level of confidence for the com- 
parison of (1) normal and borderline and (2) ab- 
normal slow records are significant at the .5% and 
1% level respectively but the other groups are too 
small in number and percentage for meaningful cal- 
culation of significant differences. 

On the basis of this preliminary study the mon- 
gols at Lynchburg, when compared to Gibbs Normal 
Controls in approximately the same age group, show 
(1) less normal records 
(2) more than twice as many diffuse slow records 
(3) many more focal findings and amplitude 


Danger from Hepatitis 


asymmetry 


(+) nearly five times as many epileptic patterns 

(5) but one-fifth the amount of fast records 

Thus our small study did not confirm the Gibbs’ 
finding of frequent abnormal fast activity in mon- 
gols. Our number of cases is possibly too small for 
accurate comparison. It is presumed that the second 
edition of Gibbs’ Atlas will amplify this matter (and 
indeed the whole subject) considerably. Meanwhile, 


further studies at Lynchburg should supply us with 


more information on what appears to be a scmewhat 
neglected subject. 


A recent four-year study has given additional 
proof that storage of pooled blood plasma at room 
temperature eliminates the danger of hepatitis being 
transmitted by the plasma. Hepatitis, a liver dis- 
ease, is caused by a virus which may be transmitted 
through transfusion of whole blood or plasma. 

Reported in the March 15 Journal of the Ameri- 
can Medical Association, the study was conducted at 
the University of Cincinnati College of Medicine 
and Cincinnati General Hospital between January 
1953 and January 1957. The survey included 282 
patients who were given plasma taken from 4,892 
donors. This plasma was pooled and stored at room 
temperature for six months. None of the recipients 
developed hepatitis. 

Dr. Paul I. Hoxworth and Walter E. Haesler, Jr., 
B.S., said several methods for circumventing the 
problem of hepatitis virus transmission by plasma 
have been tried since World War II, when the prob- 
lem first became apparent. All methods were unsuc- 
cessful in eliminating virus activity in the plasma. 

Among the methods tried were: ultraviolet irradia- 
tion of the plasma; addition of chemicals to destroy 
virus activity, and elimination of pooling, in which 
plasma from several persons is put together without 
regard to blood type. 


Storing of pooled plasma at room temperature was 


suggested in 1951. The Cincinnati study indicates 
that the storage method is ‘‘a practicable and effec- 
tive solution” to the plasma-hepatitis problem and 
plasma can now be given to patients without concern 
over the transmission of serum hepatitis. 

This inability to detect hepatitis in the study 
group “is in sharp contrast” to all previous experi- 
ences with untreated and irradiated pooled plasma, 
in which the infection rate has ranged from one per 
cent in small pools of six or eight units to 22 per 
cent in larger pools. 

In addition to causing the virus to lose its activity, 
the storage method has permitted a return to pooling 
and has removed the limitation imposed by the use 
of group-specific plasma, a requirement that had 
eliminated one of the most important advantages of 
plasma—use in the treatment of shock while waiting 
for whole blood to be matched. 

Under the new method, it is possible for many 
bloed banks to salvage plasma from outdated blood 
which is now being wasted. The survey indicates 
that plasma, when stored, will remain suitable and 
effective for an indefinite period of time. 

The storage method is simple and adaptable to 
existing blood bank facilities. It requires only the 
ordinary safeguards necessary to insure other require- 
ments for suitability of plasma. 
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Pre-Paid Medical Care... . 


A Revised Blue Shield Contract 


With the approval of the State Corporation Com- 
mission the Richmond Blue Shield Plan is now issu- 
ing a revised Standard Contract, the provisions of 
which will become effective June 1, 1958. This new 
Contract and the new Blue Shield Fee Schedule per- 
taining to it represent considerable thought and effort 
not only on the part of those physicians who serve 
as members of the Plan’s Board of Directors, but 
also on the part of the Blue Shield Advisory Com- 
mittees appointed bv the various specialty societies 
of the State. The methods used to determine how 
best to revise the Standard Centract—as well as the 
results—truly and obviously reflect the fact that here 
in Virginia Blue Shield is indeed ‘The Dectors’ 
Plan”. 

Nonetheless, a report of the accomplishments of 
the fourteen different groups of physicians, which 
independently met to overhaul the Plan’s Standard 
Contract arrangements, would be incomplete were 
it not to mention another noteworthy fact—that each 
group oriented its discussions and recommendations 
according to an expressed concern about the inter- 
ests of individual subscriber-patients and about the 
welfare of the entire subscribing-public. 

The decisions about changing the Standard Con- 
tract and its Fee Schedule, accordingly, were based 
on doctors’ interpretations of the propriety and equity 
of this Contract’s provisions and financial arrange- 
ments when considered in relationship to the ability 
to pay of families whose total annual incomes are 
less than $4,000. It is for such families that the 
Standard Contract is designed; it is only to such 
families that Participating Physicians render in- 
cluded services for no extra charge. Persons whose 
incomes exceed the stipulated limits are not con- 
tractually eligible for full-service benefits, and in 
their situations the Blue Shield Standard Fees are 
comparable to indemnity payments toward their doc- 
tors’ charges. 

In this regard, one of the new provisions of the 
Standard Contract, one which was sponsored by the 
Medical Service Committee of The Medical Society 
of Virginia as well as by numerous individual phy- 
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sicians, will modify the full-service agreement of a 


Participating Physician to whatever extent his sub- 
scriber-patient might have insurance or other cov- 
erage for payment for the services rendered. 
Another change in Blue Shield arrangements— 
this one being adopted to help counter-balance the 
additional cost of certain larger Blue Shield fees— 
was the elimination as of January 1, 1958, of the 
quarterly “bonus payments” that had previously been 
made to Participating Physicians. The most im- 
portant specific changes to be found in the revised 
Blue Shield Standard Contract are summarized by 


type of service, as follows: 


Surgical Services. The Standard Contract’s pro- 
visions for surgical services and fees were reviewed 
by the Council of the Virginia Surgical Society; by 
the Blue Shield Advisory Committees of the Vir- 
ginia Society of Ophthalmology and Otolaryngology, 
the Virginia Orthopedic Society, and the Virginia 
Urological Society; and by those surgeons connected 
with the State’s Medical Schools who restrict their 
practice to neurological surgery. Upon the recom- 
mendation of these groups, the Plan is increasing the 
amounts of many of the specific fees payable under 
the Standard Contract and is increasing the maxi- 
mum fee for any one procedure from $150 to $200. 
Some services which previously were excluded are 
now provided for by the revised Contract: most 
minor surgical procedures, including circumcisions 
of newborn infants, and certain diagnostic endo- 
scopic examinations. As in the case of all other 
surgical services, these new services will be “‘cov- 
ered” no matter where rendered; hospitalization is 
not a prerequisite to payment of any Blue Shield 
surgical fee. 


Anesthesiology Services. Upon the request of 
the Virginia Society of Anesthesiologists provision 
for physician-conducted anesthesias will become an 
integral part of the revised Standard Contract: the 
special, optional endorsement will be eliminated. 
Also, the new arrangement will include Blue Shield 
payments for anesthesiology services which are ren- 
dered in conjunction with vaginal deliveries, a pro- 
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vision that had been omitted from the Endorsement. 
The anesthesiology fees will be approximately 20% 
of the pertinent surgical fees, as follows: 


BLUE SHIELD ANESTHESIOLOGY 


Surgical Fee Fee 
$10 to $ 60 $10 
61 to 75 15 
76 to 125 20 
126 to 150 30 
151 to 200 40 


Medical Services. The new Standard Contract 
arrangements pertaining to in-hospital medical care 
culminated from an interchange of the ideas and 
opinions proffered by representatives of the Virginia 
Section of the American College of Physicians, the 
Virginia Academy of General Practice, the Virginia 
Pediatric Society, the Virginia Neuropsychiatric As- 
sociation, the Richmond Society of Internal Medi- 
cine, and the Plan’s Board of Directors. The new 
arrangements will provide for an increase in Blue 
Shield medical fees of approximately 33% accord- 
ing to the following revised schedule: 


First day $10.00 
Second day ; 5.00 
Third day : 5.00 
Fourth day : 4.00 
Fifth day : 4.00 
Sixth day : 4.00 
Seventh day : 4.00 
Subsequent days : 3.00 


Also, the special Blue Shield medical fees avail- 
able for payment in complicated and critical cases 
which make unusual demands upon physicians’ time 
will be increased to $20 for the first day and $10 for 
the second day. 

In addition to increased medical fee payments, 
the revised Standard Contract will provide for an 
increased period during which a subscriber-patient 
will be eligible for medical services. Up to 60 days 
of medical care per hospital confinement, as defined 
in the Contract, will be provided for, and ninety days 
therafter benefits will be renewed to provide for 
another 60 days of care. It was deemed necessary 
to retain the previous arrangements pertaining to 
the $10.00 Blue Shield consultation fee. Also, to 
keep the “risk” in the realm of insurability, a sub- 
scriber-patient in whose behalf surgical fee payments 
are made will, as at present, be eligible for the addi- 
tional benefit of Blue Shield-covered medical serv- 
ices only in the event there is an unusual non-surgical 
complication of a critical nature, such as cardiac 
decompensation. However, the revised Blue Shield 
arrangements will make available specific fees for 
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certain procedures which previously were considered 
as “regular” medical care (e.g.: 
arthrocenteses, thoracenteses) , 


sternal punctures, 
and the appropriate 
special fee—if larger—will be payable in lieu of the 
pertinent per-diem medical fee. 


Pediatric Services. In addition to participating 
in the revision of the Plan’s provisions for medical 
services, representatives of the Virginia Pediatric 
Society recommended two additional changes which 
will apear in the revised Standard Contract. In-hos- 
pital medical care of sick and premature infants will 
be provided for from the date of birth and for up 
to sixty days, and a special Blue Shield payment of 
up to $10 will be available for usual nursery care 
of newborn infants whenever such care is rendered 
by a physician other than the physician to whom the 
Blue Shield delivery fee is to be paid. 


Obstetrical Services. Because the Blue Shield fee 
payable in the usual maternity case pertains only to 
the delivery and to the in-hospital post-partum care 
of a subscriber-patient, it does not represent nor 
influence the “case fee” frequently charged by phy- 
sicians who do obstetrical! work. Accordingly, the 
members of the Virginia Obstetrical and Gyneco- 
logical Society who assisted in the revision of the 
Standard Contract suggested but one change. The 
ten-months waiting period, which is applicable in 
the case of new subscribers and presently is appli- 
cable to care of pre-partum complications of preg- 
nancy as well as to delivery services, will be con- 
tractually waived whenever complications require 
hospitalization during the pre-partum period—pro- 
vided, of course, the delivery would normally occur 
after completion of the waiting period. 


Radiology Services. The Virginia Radiological 
Society recommended full-payment (no *‘co-insur- 
ance” as at present) of a revised Blue Shield fee 
schedule for diagnostic x-ray examinations. The 
proposed arrangements were adopted by the Plan, 
as was the recommended inclusion, within certain 
limits, of x-ray therapy for treatment of malignant 
tumors and professional use of radium, radon, and 
radioactive isotopes. The rental or purchase costs 
of radioactive materials, up to $100 per year, will 
be covered, too, by the provisions of the revised 
Standard Contract. 


Pathology Services. Adopting the recommenda- 
tions of the Virginia Society of Pathology, the Plan 
will make Blue Shield fees available for payment 
to pathologists who are in private practice for tissue 
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examinations (surgical pathology), both fixed and 
frozen sections. 


It is, of course, a truism that whatever health care 
expense a subscriber-patient has not pre-paid for 
through the Plan, he must post-pay for out of his 
pocket, at a time when his illness might make the 
out-of-pocket payment more onerous. Accordingly, 
by pre-paying to Blue Shield the additional $1,925,- 
000 that the Plan must have to provide for the bene- 
fits of the revised Standard Contract, the Plan’s sub- 
scribers will reduce the frequency with which un- 
expected post-payments will confront them, as well 


as reduce the amount of such post-payments. Of 
this additional income to the Plan, however, one- 
quarter of a million dollars will be used to increase 
the Blue Shield fees payable under the Standard 
Contract, making the Plan of more value to physi- 
cians, too. In all, each year Blue Shield subscribers 
will turn over more than six million dollars to the 
Plan, entrusting that amount to the physicians who 
make the Plan possible. Such evidence of trust 
should in some way be acknowledged by every phy- 
sician—perhaps the best way is through being a Par- 


ticipating Physician of the Plan. 


Glaucoma a Threat to the Aging 


An increasing life span is contributing to an up- 
swing in diseases common to our aging population. 
Among the most feared of these is glaucoma, a com- 
mon eye disease characterized by tension within one 
or both eyes, and with a high rate of incidence in 
persons past 40. 

Writing in the March 15 Journal of the American 
Medical Association, three Memphis doctors estimate 
“one million persons over 40 in the United States 
have unrecognized glaucoma.” While tragic, this is 
a problem that could be eliminated, since early de- 
tection and treatment ‘‘can preserve vision for the 
lifetime of the individual.” 

Glaucoma, in its early stages, gives no evidence 
of pain and there is no apparent loss of vision. For 
these reasons personal detection is almost impossible 
and the doctors recommend that an eye examination 
“be made a part of every general physical examina- 
tion in persons over 40 years of age.” 

The simplest means for testing for glaucoma is 
the tonometer—an instrument for measuring tension 


in the eves. Physicians can be taught to use the 


isstrument after a brief period of instruction. Its 
use “requires less time and no greater aptitude than 
obtaining the bleod pressure.” 

Tonometry was used as the basis for a six-month 
glaucoma detection program conducted by Drs. Mar- 
garet E. Horsley, Philip M. Lewis, and Henry Pack- 
er at the John Gaston Hospital in Memphis. All 
patients over 40 vears of age admitted to the out- 
patient clinics of the hospital for any reason were 
tested by routine tonometry. The doctors felt that 
this program ‘“‘would permit an early diagnosis of 
glaucoma to be made in a significant number of 
patients before they are aware of any visual loss.”’ 

More than 1,200 patients were examined in this 
manner. Four per cent were found to have unrecog- 
nized glaucoma. The diagnosis by tonometry was 
confirmed by employing comprehensive tests com- 
menly used in glaucoma detection. 

Results of this program indicate that routine de- 
termination of eve tension by tonometry “would be 
a major step toward avoiding much of the blindness 
resulting from glaucoma.” 
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Public Health.... 


Regulation of Radiation Exposure by 
Legislative Means 


A resolution was passed by the House of Delegates 
of The Medical Society of Virginia on October 29, 
1957, which supports plans and policies of the Vir- 
ginia State Department of Health to regulate and 
safeguard against radiation exposure. The resolu- 
tion offers assistance of the Society to the State De- 
partment of Health in securing adequate legislation 
to effect this purpose. It further recommends that a 
committee from the Medical Society be appointed to 
study and advise concerning the hazards of radiation 
exposture. 

Until about 1950 the National Committee on Ra- 
diation Protection discouraged the incorporation of 
its recommendations into legislative or other similar 
control acts. It was felt that better results could be 
obtained through education and voluntary compliance. 
The committee has now adopted the policy that it 
will not recommend or oppose the incorporation of 
its findings into state codes. To the end that the 
regulations may be made as sound and workable 
as possible, the committee will provide all assistance 
within its capabilities. A further object is to assist 
in developing a maximum degree of technical and 
operational uniformity between radiation regulations 
of the several states where need for control may be 
felt. 

The problem is one of possible injury to human 
beings due to peaceful use of ionizing radiation. 
Radiation is injurious to living things. The kinds 
and degrees of injury are dependent on the sensi- 
tivity of the organisms exposed and the kind and 
amount of radiation they receive. Hazards of radia- 
tion to health are fairly accurately known. Recent 
developments of sources of radiation, including 
radioisotopes, and multiplication in their uses, both 
industrial and medical, make associated health haz- 
ards more important. As health hazards from dis- 
ease are brought under better control, other hazards 
to health, not yet well controlled, rise in relative 
importance and warrant greater efforts to abate them. 
This indicates that some degree of statutory control 
of radiation hazards is becoming necessary. 
Radiation is silent, unseen, and unfelt. Its pres- 
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ence can be detected only by means of instruments. 


Some of its damaging effects on the human system 
may not develop until many years after exposure. 
The lay mind has, therefore, developed a fear that 
is in some cases extreme. Radiation hazards cannot 
be treated like some of the common hazards. The 
potential hazard must be recognized and control 
measures must be instituted for immediate needs and 
for future expansion. 


All medical uses of radiation should be subject to 
the same general control as industrial or research 
uses. The fact that radiologists and physicians know 
a great dea] about radiation hazards should not ex- 
clude them from control. On the other hand, great 
care should be exercised to avoid any possible inter- 
ference with medical practice, either by intent or by 
implication. 

Expansion of the use of atomic energy in industry 
is of deep significance to the economy and defense 
of nations all over the world. The hazards of the 
industry are those which are related primarily to 
specific activity of the materials used and of the 
products and by-products developed. Concern is par- 
ticularly directed to the storage, release, and dispo- 
sition of radioactive wastes, which may be in the 
form of solids, iiquids, or gases. The period of radio- 
activity of certain nuclides is long The effects of 
exposure to low levels of radiation may be cumula- 
tive. Consideration must be given not only to the 
on-site dangers to workers but to the resulting off- 
site environmental hazards that involve both people 
and natural resources. 

The possible solution to the problem should at- 
tempt to bring about effective protection from the 
radiation without restricting its use in valid appli- 
cations. 


The least restrictive would be to follow the present 
broad policies augmented by a widespread program 
of education. Under the present policy the Atomic 
Energy Commission screens all applicants and appli- 
cations for radioisotopes and the various medical and 
industrial bodies carry on educational and advisery 
programs for their members. The expansion of this 
program through more intensive education in the 
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widening areas of use of radiation is a possible 
solution. 

A second possible solution would require the regis- 
tration of all sources of radiation. If the registrant 


or the proposed use seemed questionable, inspection 


could be made and advice could be given as to 
proper This arrangement 
would place little restriction on the valid use of 
ionizing radiation. The user would know that his 


protective procedures. 


practices were open to inspection and would be likely 
to watch them carefully. 

A third possible solution would be the most re- 
strictive. It would call for inspection and licensing 
of all radioactive sources. It would be costly and 
difficult to administer. It does not lend itself to 
cooperative effort on the part of the control agency 
and the user. It is not recommended. 

Statutes and codes or regulations should be en- 
forceable within the willingness of the vast majority 
of the affected persons to submit to control, and with 
the funds that are available through legislative ap- 
propriation, Every unenforceable provision weakens 
the effect of the other provisions, which might in 
themselves be enforceable. The statute should be as 
simple as possible, leaving details to codes or regula- 
tions not requiring statutory amendment. Such flexi- 
bility permits changes to be made as a result of: 

1. Continuing growth of scientific knowledge. 

2. Technical improvements in the art of radiation 

hygiene. 

Increased public acceptance of control through 

better education and emotional reaction to 
threats of atomic and radiological warfare, etc. 
Changing relative importance of other hazards 
—epidemic and sporadic diseases, industrial 
accidents, traffic accidents, etc. 
Changing political philosophy and complexion 
that alter the monies available for enforce- 
ments. 


The several fields of radiation hygiene should be 
covered in one statute. Any effective law is likely 
to work to someone’s disadvantage. The disadvan- 
tages should be foreseen, weighed against expected 
benefits, and ameliorated, if possible, before being 
incorporated in the statute. The administration of 
the statute should be placed in one department rather 
than divided among several. 

The shortage of trained personnel will be a prob- 
lem for many years. This should militate against 
starting an over-ambitious regulation program. Un- 
skillful inspectors can be dangerous through ig- 
norance, and costly to the user through overzealous- 
ness. Eventually the agency should provide inservice 
training for its own personnel. Certain key people 
might be sent for higher-level education to recognized 
radiation-training centers or universities to receive 


training not available elsewhere. 


Ret.: “Regulation of Radiation Exposure by Leg- 
islative Means,” Recommendations of the National 
Committee on Radiation Protection. Handbook 61, 
National Bureau of Standards, issued December 9, 


1955. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DisEASE CONTRO! 
Jan.- Jan.- 
Mar. Mar. Mar. 


1958 1958 1957 
Brucellosis 


Diphtheria 

Hepatitis 

Measles 

Meningococcal Infections 
Meningitis (Other) 
Poliomyelitis 

Rabies (In Animals) 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 

Typhoid Fever 


4 2 9 2 : 
32 57 88 139 
3652 923 5193 1651 
11 9 29 22 
7 27 17 63 46 
0 + 1 7 bi 
: 41 32 123 90 
0 0 0 0 : 
1159 1204 2445 2298 : 
0 2 
2 5 7 13 3 
Vor. May, 1958 269 


The Medical Society of Virginia.... 


Medical Legislation in 1958. 
Report of Committee on Legislation 
The 1958 session of the General Assembly of Vir- 
ginia was marked by a spirit of conservatism, and 
little of a novel or spectacular nature was accom- 
plished. 
oped a “wait and see” attitude which extended to 
other fields, with the result that controversial matters 


The background of racial tension devel- 


usually died in committee. Perhaps it was better so. 
However, there were a number of questions which 
required the attention of the Committee on Legisla- 
tion, and these were considered in one or more of 
the several meetings held by the Committee during 
the session. 


HOSPITAL-PHYSICIAN RELATIONSHIPS 


At the 1956 session several bills of a highly con- 
troversial nature dealing with hospital-physician re- 
lations generally, and particularly such relationships 
in State-supported institutions and hospitals, and in 
private hospitals with respect to certain special serv- 
ices such as radiology, anesthesiology and pathology, 
were prepared but were withheld pending a study 
during the next two years by the Virginia Advisory 
Legislative Council. During the course of this study 
a Statement of Principles covering many of the dif- 
ferences which had arisen was adopted, and a 
V.A.L.C. report drafted and approved which recom- 
mended that no substantial changes be made in the 
existing statutes dealing with medical practice. This 
report went to the Governor and the General Assem- 
bly, and was published as Senate Document 11 of 
the 1958 session. 
posed the following changes in the medical statutes: 

(1) Expressly authorize State Medical Colleges to 

employ physicians for teaching purposes. 

(2) Permit State institutions under the State Hos- 

pital Board, and State tuberculosis sana- 


The Legislative Council pro- 


toriums, to employ physicians for professional 
services to inmates and patients. 

(3) Authorize hospitals to employ both licensed 
and unlicensed practitioners as interns and 
residents to render the limited and supervised 
medical care now furnished as a part of their 
course of instruction. 

These changes in the statutes, which simply recog- 

nize and remove possible doubt as to the legality of 
existing practices, were approved by the Council 
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and Legislative Committee of the Society, and were 
enacted by the General Assembly without opposi- 
tion. Hospitals and physicians are essential to each 
other, and the high character of their joint service 
demands a friendly and harmonious solution of their 
differences. 


REGULATION OF PHYSICAL THERAPY 

Pursuant to a joint resolution adopted in 1956, 
the Virginia Advisory Legislative Council made an 
interim study and report of the licensing of physical 
therapists, the report recommending that the prac- 
tice of physical therapy be regulated under the 
Medical Examining Board, with the examinations 
given and graded by an Advisory Committee of five 
physical therapists appointed by the Governor. Dr. 
Hagood was a member of the Advisory Council, and 
Dr. Haddock was one of the study group, both of 
them being patrons of the bill which was enacted 
without opposition after certain amendments had 
been adopted or defeated. The chiropractors at- 
tempted to amend the bill to permit them to prescribe 
physical therapy and direct its use, but after public 
hearings the proposed amendments were rejected by 
the General Laws Committees of the two houses. 
After June 27, 1958, no physical therapist can en- 
gage in the practice of his profession except on the 
prescription or under the direction of a licensed doc- 
tor of medicine, homeopathy or osteopathy. The 
practice is recognized as an adjunct to medicine, and 
must be used only after a diagnosis indicates its 
need. The Act carries the grandfather clause usually 
found in initial regulatory statutes. Its enactment 
in Virginia would seem to be particularly appro- 
priate because of the work in physical medicine being 
done at the Medical College of Virginia under grants 
made by Mr. Bernard Baruch. . 

LICENSING STATUTES 

At the request of the Board of Medical Examiners 
your Committee approved and its Chairman became 
patron of a bill making the following changes in 
the medical statutes: 

(1) Raised the minimum passing grade on a 

single subject to 70%. 
(2) Eliminated the Part II examination on home- 
opathy. 

(3) Deleted the provisions with respect to the 

use of A.M.A. lists of approved medical 
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schools of graduation of applicants from for- 
eign countries other than Canada. (These 
lists are not current and have been discon- 
tinued by A.M.A.) 

Provided for an automatic suspension of the 
medical license of a physician convicted of a 


felony or of a crime involving moral turpi- 


tude, or adjudicated insane or incompetent by 
a court of competent jurisdiction. Provisions 
were inserted for a termination of the sus- 
pension under prescribed conditions. Under 
the present law a formal hearing by the board 
was required before a license could be re- 
voked or suspended. 

The bill carried an emergency clause, was enacted 

into law without opposition. and became effective 

March 1958. 


NURSING SCHOLARSHIPS AND 
TRAINING FACILITIES 


A new law established five annual scholarships 
of the value of $1,000.00 each, to be awarded regis- 
tered professional nurses who agree to pursue post 
graduate training and upon the completion thereof 
to engage in the education, preparation and training 
of student nurses in Virginia for a period of years 
equal to the number of years of study given under 
the scholarship award. The program will be admin- 
istered by a committee made up of two members of 
the respective faculties of the Medical College of 
Virginia and The Medical School of the University 
of Virginia. 

The interest of the General Assembly in making 
additional nursing service available was evidenced 
by a Senate Bill offered and passed in the closing 
days of the session, the purpose being to establish 
an Advisory Council on Nursing Training with di- 
rections to make an inventory of existing nurse train- 
ing facilities, survey the need for construction of 
additional training facilities, and draw up a plan 
for the construction of such facilities and the ad- 
ministration thereof in conjunction with public and 
nonprofit hospitals. Under the plan the State may 
contribute not to exceed one-third of the cost of an 
approved project, but no funds will be made avail- 
able by the State unless and until the Council has 
satisfactory assurance that the cost of two-thirds of 
the project has been or will be made available from 
sources other than State appropriations. An appro- 
priation of $500,000.00 for each year of the biennium 
was made to the Council to carry out the general 
purposes of the Act, but the conditions under which 
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the funds may be used will not be known until a 
State plan has been adopted by the Council. The 
Act will not become effective until June 27th, and 
the first $500,000.00 will not be available until the 
new biennium begins on July 1, 1958. 


MATERNITY HOSPITALS 


At the last meeting of the House of Delegates of 
the Society, certain amendments to the maternity 
hospital law were proposed by the Committee on 
Maternal Health and approved, and a bill making 
the changes effective was enacted by the General 
Assembly. The amendment redefines a “maternity 
hospital” so as to include only a place or establish- 
ment where obstetrical deliveries are done, and clears 
up a real doubt as to the inclusion of places where 
pre-natal or post partum services only are furnished. 
A bill making the desired changes in the law was 
prepared by counsel for your Committee, but before 
it was introduced, in the House a bill in identical 
language was presented by Senator Fenwick and 
piloted by him through both houses. Your Commit- 
tee is grateful to him for his services. 


SECOND INJURY LAW 


The members of the Committee on Industrial 
Health, and a number of other physicians as well, 
have been interested in obtaining appropriate amend- 
ments to the Virginia Workmen’s Compensation 
Laws to provide an adequate second injury statute 
for the protection of handicapped workers in our 
State. 


by the House of Delegates at two successive meet- 


The principle involved has been endorsed 


ings, and your Committee and counsel for the Society 
gave the matter a great deal of time and study before 
the General Assembly convened, going so far as to 
prepare a tentative draft of a bill for further con- 
sideration. However, the Committee was informed 
early in the session that counsel for the Industrial 
Commission had already prepared a bill which had 
the approval of the Commission, of industry, and 
of the insurance carriers, so the matter was deferred 
until that bill should be presented to the General 
Assembly. At a later time counsel for the Society, 
at the request of Dr. Charles L. Savage, obtained 
copies of this bill from the Industrial Commission 
and delivered them to the Honorable Felix E. Ed- 
munds of Waynesboro, who had agreed to introduce 
it in the House. The bill was offered by Mr. Ed- 
munds on February 14, 1958, and referred to the 
Committee on General Laws. Shortly thereafter 
counsel for the Society prepared an explanation of 
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the bill and gave Mr. Edmunds copies thereof for 
the members of the Committee. Copies of the resolu- 
tion of the House of Delegates approving the prin- 
ciple of a second injury law were also given Mr. 
Edmunds by Mr. Howard, and every assistance 
promised. However, it became evident that the bill 
as drawn would meet serious opposition in the Gen- 
eral Assembly, and that its chance for passage was 
not good. In fact the Secretary of a large and influ- 
ential association of employers stated to counsel that 
his group would oppose any legislation which im- 
posed additional insurance charges on employers. 
In the light of these developments it seemed best 
to leave the bill in committee, and attempt to obtain 
approval of a joint resolution directing the Virginia 
Advisory Legislative Council to study the problem 
and make a report with a draft of desirable legisla- 
tion at the 1960 session of the General Assembly. 
Such a resolution was prepared and offered in the 
House on February 24th by Mr. Edmunds and the 
Chairman of this Committee, and received final 
approval on the last day of the session. The resolu- 
tion provides for the completion of the study by 
August 1, 1959. As soon as the study is assigned to 
a member of the Advisory Council and the sub-com- 
mittee making the study is appointed, the Committee 
on Industrial Health should offer its services and 
give the study group all available information. The 
adoption of a satisfactory plan will not be easy, for 
there are nearly as many different second injury 
statutes in effect as there are states in the Union. 


RADIATION HAZARDS 


In each of the meetings of the committee the prob- 
lem of how to deal with radiation hazards was con- 
sidered, but there was no unanimity of opinion as 
to what, if anything, should be done at that time. 
The State Health Commissioner prepared a bill for 
consideration, and this was left with counsel and 
the legislative members for further study. About that 
time the report of the Virginia Advisory Legislative 
Council on State regulation of the uses of atomic 
energy was released (later published as Senate Docu- 
ment No. 15), which report recommended that no 
legislation in this field be now enacted, but that the 
study be continued until Federal statutes are in effect 
defining the powers of the State in this field. Be- 
cause of this development the bill was not introduced. 
On February 10 Senate Joint Resolution No. 29 
directing the Advisory Council to make a still 
broader study of atomic energy, air pollution, and 
the use of x-rays and other forms of radiation was 
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offered, and was adopted by both houses. It seems 
highly desirable that the Society’s Special Committee 
on Radiation Hazards co-operate with the Council 
in the study. 

The question of the use of x-rays in fitting shoes 
came before the Committee, and it was thought best 
to have the advice of the Committee on Radiation 
Hazards before offering the bill which had been pre- 
pared by counsel. Because of delay in obtaining that 
advice, the Norfolk member of the Committee re- 
quested Senators Baldwin and Breeden of Norfolk 
to offer the bill at the request of the Norfolk Academy 
and this was done. The bill becomes law on June 
27th, after which time it will be unlawful to use any 
x-ray, fluoroscope, or other equipment, employing 
roentgen rays in the fitting of shoes. Licensed phy- 
sicians in the practice of their profession are not 
affected. 


MISCELLANEOUS 


There were many other matters having the atten- 
tion of your Committee, a few of which will be men- 
tioned briefly. A number of changes were made in 
the laws dealing with the handling and dispensing 
of drugs and drug products and poisons, but the bill 
first offered was amended in many particulars, and 
it is difficult at this time to know just what was 
included in the final version. In rural districts the 
Board of Pharmacy has been granting physicians 
permits to sell medicines, charging an annual fee 
of five dollars for each such permit. Under the 
amendment the Board will no longer issue permits 
but will grant such physicians a certificate to prac- 
tice pharmacy, making a charge of ten dollars per 
year for such certificate. A bill was passed author- 
izing institutions under the control of the State 
Hospital Board to supply certain discharged patients 
with drugs or medicines for treatment following their 
release. A Commission on the Aged was created and 
its duties and powers prescribed. The fee for birth 
and death certificates was increased to one dollar. 
Some changes were made in the welfare statutes, 
and in those dealing with juvenile delinquents, but 
these are of general interest and have been reported 
in the press. 

Your Chairman is grateful to the members of the 
committee for their assistance and counsel, and par- 
ticularly to his colleagues in the General Assembly 
for their untiring efforts in the interest of sound 
medical legislation. The work of Dr. Hagood as 
chairman of the study group on hospital-physician 
relationships, and that of Dr. Caudill as chairman 
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of the sub-committee appointed to draft the com- 
mittee’s final report, laid the foundation for at least 
a temporary solution of that vexing problem. The 
next two years will doubtless bring a lot of progress 
in the uses of atomic energy, and the protection of 
our people from the accompanying hazards will chal- 


lenge us both as physicians and as legislators. With- 
out your help we shall not be able to meet that 
challenge. 


W. C. Exxiotr, M.D., Chairman. 


Reduces Need 


A new drug combination has shown promise in 
the treatment of depression, according to a Boston 
psychiatrist. 

The drug combination made unnecessary the use 
of electroshock treatment in more than half of the 
patients to whom it was given in a recent study. 
Electroshock has been the treatment most frequently 
employed in depression. 

Writing in the March 1 Journal of the American 
Medical Association, Dr. Leo Alexander of the Bos- 
ton State Hospital division of psychiatric research 
reported the “complete and/or social recovery”’ with- 
in an average of eight weeks in 21 (57 per cent) of 
35 patients with neurotic or psychotic depressions. 

The new combination is meprobamate (Miltown) 
and benactyzine hydrochloride. 
Deprol.) 


(Its trade name is 


Dr. Alexander described the recovery rate, even 
though the study was a small one, as “highly prom- 
ising,” definitely above the spontaneous recovery 
rate expected during the first year of illness, and 
only slightly below that obtained with electroshock. 

Even among those patients who did not recover 
while taking the drug, the alleviation of symptoms 
was marked. The few side effects that occurred were 
“minimal and easily controlled.” 

Depression was defined as “a state of sadness with 
self-reproaches and psychomotor inhibition, with 


sleep disturbance . . . and disturbance of appetite.” 


for Electroshock 


James D. Hacoop, M.D. 
B. Core, M.D. 

W. C. M.D. 
BENJAMIN W. Raw_es, M.D. 
Epwarp G. Happock, M.D. 
Harry C. Bates, Jr., M.D. 
Wiiiiam H. Barney, M.D. 
RicHarD E, Parmer, M.D. 
S. ANDREWS, M.D. 


To be effective against depression a drug must 
reduce excitability without too much depressive ac- 
tion, and at the same time strengthen a person’s 
“ego boundaries” by “reducing psychic pain, fear, 
and resultant avoidance responses engendered by 
stress.’ While no single drug fulfills both require- 
ments, meprobamate fulfills the first and benactyzine 
hydrochloride the second. 

Dr. Alexander’s study was carried out in 35 pa- 
tients who suffered from depression sufficiently severe 
to warrant consideration of physical treatment meth- 
ods. All were treated at home for periods of two 
weeks to six months. 

Twenty recovered within one to 25 weeks, the 
average being eight weeks. Twenty-six of the pa- 
tients had psychotic depressions of the manic-depres- 
sive or involutional type, while nine had neurotic 
depressions. The recovery rate was identical for the 
two groups; 15 of the psychotics recovered, while 
five of the neurotics recovered. 

In the 20 patients responding favorably to the 
drugs, the early effect was a marked reduction of 
tension and depressive pondering, as well as a strik- 
ing reduction in hostility toward the self and of 
suicidal trends. Resumpticn of the normal sleep 
pattern was also one of the striking early effects, he 
said. 

Dr. Alexander concluded that further work with 
this drug combination is “desirable and promising.” 
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Miscellaneous .... 


Principles of Medical Ethics. 

This is the fourth of the series of “Principles of 
Medical Ethics’’, the first appearing in the February 
issue. Each section will be reviewed, accompanied 
by a detailed explanation from the Judicial Council 
of the American Medical Association. 

SECTION 4 

The medical profession should safeguard the pub- 
lic and itself against physicians deficient in moral 
character or professional competence. Physicians 
should observe all laws, uphold the dignity and 
honor of the profession and accept its self-imposed 
disciplines. They should expose, without hesitation, 
illegal or unethical conduct of fellow members of 
the profession. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 4 

The Judicial Council is of the opinion that Src- 
TION 4 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections 
of the 1955 edition of the Principles, including 
Chapter I, Section 11 (Evasion of Legal Restric- 
tions) ; Chapter III, Section 1 (Upholding the Honor 
of the Profession); Chapter III, Section 2 (Mem- 
bership in Medical Societies); Chapter III, Section 
3 (Safeguarding the Profession) ; Chapter III, Sec- 
tion 4 (Exposure of Unethical Conduct); Chapter 
VI, Section 9 (Disputes Between Physicians). These 
sections are reproduced below as guides in the inter- 
pretation of SECTION 4. 


CHaPTER I, Section 11 (Evasion or RE- 
STRICTIONS) 1955 EDITION OF THE PRINCIPLES OF 
MepicaL Eruics: 

An ethical physician will observe the laws reg- 
ulating the practice of medicine and will not assist 
others to evade such laws. 

CuHapTeER III, Section 1 (UPHOLDING THE HONOR 
OF THE PROFESSION) 1955 EDITION OF THE PRIN- 
CIPLES OF MeEpIcAL ETuHIcs: 

A physician is expected to uphold the dignity 
and honor of his vocation. 

CuHapTER III, Section 2 (MEMBERSHIP IN MEpDI- 
CAL SocreETIES) 1955 EDITION OF THE PRINCIPLES 
oF MepicaL Eruics: 


For the advancement of his profession, a phy- 


sician should affiliate with medical societies and 
contribute his time, energy and means so that these 
societies may represent the ideals of the profession. 


CyHaptTer III, Section 3 (SAFEGUARDING THE PRo- 
FESSION ) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL ErHIcs: 
Every physician should aid in safeguarding the 
profession against admission to it of those who 
are deficient in moral character or education. 


CuHapTER III, Section 4 (Exposure oF UNETHICAL 
ConpucT) 1955 EDITION OF THE PRINCIPLES OF 
MepicaL ErHics: 

A physician should expose, without fear or 
favor, incompetent or corrupt, dishonest or un- 
ethical conduct on the part of members of the 
profession. Questions of such conduct should be 
considered, first, before proper medical tribunals 
in executive sessions or by special or duly ap- 
pointed committees on ethical relations, provided, 
such a course is possible and provided, also, that 
the law is not hampered thereby. If doubt should 
arise as to the legality of the physician’s conduct, 
the situation under investigation may be placed 
before officers of the law, and the physician-inves- 
tigators may take the necessary steps to enlist the 
interest of the proper authority. 


CHAPTER VI, SECTION 9 (DISPUTES BETWEEN PHy- 
SICIANS) 1955 EDITION OF THE PRINCIPLES OF MED- 
ICAL ETHIcs: 

Whenever there arises between physicians a 
grave difference of opinion, or of interest, which 
cannot be promptly adjusted, the dispute should 
be referred for arbitration, preferably to an offi- 
cial body of a component society. 


ANNOTATIONS 
to 
SECTION 4 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 
The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting SECTION 4. 
ENTERTAINMENT EXPENSES 
The Judicial Council has been asked to express 
its opinion with respect to the ethical aspects of 
expenditures made by physicians for the entertain- 
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ment of other physicians. The Council does not 
consider such expenditures as per se unethical. There 
are circumstances under which a professional obliga- 
tion may rest on a physician to entertain other phy- 
sicians. It is a usual and necessary concomitant of 
the practice of medicine. It is certainly not an 
uncommon practice and is recognized by the profes- 
sion generally as entirely proper and justifiable. 
The opinion of the Council was requested on this 
matter because governmental tax authorities in sev- 
eral jurisdictions have questioned the right of phy- 
sicians to deduct entertainment expenses for income 
tax purposes, contending that such expenditures are 
unethical. The Council is informed that the deducti- 
bility of similar expenditures has been permitted 
where the taxpayer is a lawyer. The Council knows 
of no reason why a different ruling should apply 
when the taxpayer is a physician. (1951 Report) 


SECTION 5 
A physician may choose whom he will serve. In 
an emergency, however, he should render service to 
the best of his ability. Having undertaken the care 
of a patient, he may not neglect him; and unless he 
has been discharged he may discontinue his services 
only after giving adequate notice. 

solicit patients. 


He should not 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 5 
The Judicial Council is of the opinion that Src- 
TION 5 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections of 
the 1955 edition of the Principles, including Chapter 
I, Section 4 (Advertising); Chapter II, Section 4 
(Patient Must Not Be Neglected) ; Chapter VI, Sec- 
tion 5 (Emergency Cases); Chapter VI, Section 6 
(Precedence When Several Physicians Are Sum- 
moned); Chapter VI, Section 7 (A Colleague's 
Patient); Chapter VI, Section 8 (Substitution in 
Obstetric Work). These sections are reproduced be- 
low as guides in the interpretation of SECTION 5. 


CHAPTER I, SECTION 4 (ADVERTISEMENT) 1955 EDI- 
TION OF THE PRINCIPLES OF MEDICAL Eruics: 
Solicitation of patients, directly or indirectly, 
by a physician, by groups of physicians or by in- 
stitutions or organizations is unethical. This prin- 
ciple protects the public from the advertiser and 
salesman of medical care by establishing an easily 
discernible and generally recognized distinction 
between him and the ethical physician. Among 
unethical practices are included the not always 


Vor. 85, May, 1958 


obvious devices of furnishing or inspiring news- 
paper or magazine comments concerning cases in 
which the physician or group or institution has 
been, or is, concerned. Self-laudations defy the 
traditions and lower the moral standard of the 
medical profession; they are an infraction of good 
taste and are disapproved. 

The most worthy and effective advertisement 
possible, even for a young physician, especially 
among his brother physicians, is the establishment 
of a well-merited reputation for professional abil- 
ity and fidelity. This cannot be forced, but must 
be the outcome of character and conduct. The 
publication or circulation of simple professional 
cards is approved in some localities but is disap- 
proved in others. Disregard of local customs and 


offenses against recognized ideals are unethical. 


CHAPTER II, Section 4 (PatrENT Must Not Be 
NEGLECTED) 1955 EDITION OF THE PRINCIPLE OF 
Mepicar Eruics: 

A physician is free to choose whom he will 
serve. He should, however, respond to any request 
for his assistance in an emergency or whenever 
temperate public opinion expects the service. Once 
having undertaken a case, the physician should 
not neglect the patient, nor should he withdraw 
from the case without giving notice to the patient, 
his relatives or his responsible friends sufficiently 
long in advance of his withdrawal to allow them 
to secure another medical attendant. 


CuHapTer VI, Section 5 (Emergency Cases) 1955 
EDITION OF THE PRINCIPLES OF MEDICAL ETHICS: 
When a physician is called in an emergency 
because the personal or family physician is not at 
hand, he should provide only for the patient’s 
immediate need and should withdraw from the 
case on the arrival of the personal or family phy- 
sician. However, he should first report to the 
personal or family physician the condition found 
and the treatment administered. 


CuHapTeR VI, SECTION 6 (PRECEDENCE WHEN SEv- 
ERAL PHYSICIANS ARE SUMMONED) 1955 EDITION 
OF THE PRINCIPLES OF MEDICAL ETrHIcs: 

When several physicians have been summoned 
in a case of sudden illness or of accident, the first 
to arrive should be considered the physician in 
charge. However, as soon as is practicable, or on 

the arrival of the acknowledged personal or fam- 
ily physician, the first physician should with- 
draw. Should the patient, his family or his 
responsible friend wish some one other than he 


q 
i 
| 
| 
275 


who has been in charge of the case, the patient or 
his representative should advise the personal or 
family physician of his desire. When, because of 
sudden illness oi accident, a patient is taken to a 
hospital without the knowledge of the physician 
who is known to be the personal or family phy- 
sician, the patient should be returned to the care 
of the personal or family physician as soon as 
is feasible. 


CHAPTER VI, SecTION 7 (A COLLEAGUE’S PATIENT) 
1955 EDITION OF THE 


PRINCIPLES OF MEDICAL 


When a physician is requested by a colleague to 
care for a patient during the colleague’s temporary 
absence, or when, because of an emergency, a 
physician is asked to see a patient of a colleague, 
the physician should treat the patient in the same 
manner and with the same delicacy that he would 
wish used in similar circumstances if the patient 
were his responsibility. The patient should be 
returned to the care of the attending physician as 
soon as possible. 


CHAPTER VI, SECTION 8 (SUBSTITUTION IN OBSTET- 
RIC WorK) 1955 EDITION OF THE PRINCIPLES OF 
MepicaL Eruics: 

When a physician attends a woman who is in 
labor because the one who was engaged to attend 
her is absent, the physician summoned in the 
emergency should relinquish the patient to the 
first engaged, on his arrival. The one in attend- 
ance is entitled to compensation for the profes- 
sional services he may have rendered. 


ANNOTATIONS 
to 
SECTION 5 
OPINIONS AND REPORTS OF THE 
JUDICIAL COUNCIL 


The following are excerpts from Reports and 
Opinions of the Judicial Council which are appli- 
cable in interpreting SECTION 5. 


ADVERTISING BY GROUPS 


Many of the questions submitted to the Council 
involve the subject of advertising. As is well-known, 
there is a marked tendency of late for physicians 
to organize themselves into so-called groups under 
various designations, such as group clinics, diag- 
nostic clinics, group medicine, medica] institutes, the 
(blank) medical academy, and similar names. Un- 
fortunately some of these groups are advertising in 
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a manner that would be considered most reprehen- 
sible if done by an individual physician. The Coun- 
cil is unable to see any difference in principle between 
a group of physicians advertising themselves under 
whatsoever title they may assume and an individual 
physician advertising himself. (1922 Report) 


“ADVERTISING” DETERMINED BY FAcTOR IN EACH 
CASE 

There was submitted to the Council an inquiry as 
to whether a given advertisement of a certain medical 
institution, which the institution desired to run in 
the public press, was ethical or unethical, and if not 
ethical, wherein specifically it was unethical. The 
answer to this question cannot be based solely on 
the wording of the advertisement. It is perfectly evi- 
dent that an advertisement which would be proper 
under one set of conditions might be highly im- 
proper under a different set. (1922 Report) 


REVIEW OF ADVERTISING PRACTICES OBLIGATION OF 
LocaL SOCIETIES 

A great many communications have been received 
with respect to advertisements used by individual 
physicians, groups, clinics, pay clinics and hospitals 
owned by individuals or groups. Practically all of 
the advertising that has been submitted, has been 
found objectionable. This Council wishes to state, 
however, that the members of the state associations 
who use objectionable advertising are responsible to 
and under the control of the censorial agencies of 
the societies of which they are members. The Secre- 
tary has been directed, therefore, to refer communi- 
cations of this nature to the secretary of the con- 
stituent medical association concerned, with the sug- 
gestion that they should be brought to the attention 
of the board of councilors, or through them to the 
attention of the board of censors of the component 
society concerned. (1923 Report) 


ForM LeETTERS ON Periopic HEALTH EXAMINA- 
TIONS 

At the Dallas session the Reference Committee on 
Reports of Officers recommended that the Board of 
Trustees be requested to prepare letters to be used 
by the members of the component county medical 
societies for stimulating interest on the part of the 
public in periodic medical examinations. The Board 
of Trustees asked the Judicial Council for a ruling 
as to questions of ethics that might be involved in 
the use of such letters. 

It is the opinion of the Judicial Council that the 
sending out of any circular letter or any form of 
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printed or written matter which may be construed 
as advertising or as soliciting patronage by the indi- 
vidual physician or by any group of physicians is 
unethical. 

At the Washington session a resolution provided 
that the Board of Trustees be requested to prepare 
approved forms of letters or literature which may 
be sent out by county medical societies to the public 
to promote the value of periodic health examinations. 
If such letters are to be distributed by component 
county medical societies, the Judicial Council sees 
nothing particularly objectionable to the following 
letter prepared by the Bureau of Health and Public 
Instruction : 

It is easier, safer, cheaper, more certain, more 
comfortable and more efficient to keep well than 
it is to get sick and be cured. 

Within less than half a century the average at 
death has increased from about 43 to 58 years. 

This increase in life expectancy has resulted 
almost wholly from the great decrease in mortality 
during infancy and childhood, while in middle 
life the average expectancy has changed but little. 

Much improvement might be made and life 
prolonged, if the diseases of middle life were 
detected in their early stages. 

The surest way to detect these diseases is 
through the periodic health examination. 

Have a health examination at least once a year 
by your family doctor. (1928 Report) 


SOLICITATION OF PATIENTS AND REQUIREMENTS OF 
Law 

Complaint has come that physicians have per- 
mitted their names to be posted in factories and else- 
where in such a manner as to conflict with the Prin- 
ciples of Medical Ethics which prohibits solicitation 
of patients. Here again the laws of the states ob- 
trude, since some of them specifically provide that 
an industry or an employer must post the names of 
physicians whose services are available to employees. 

The determination of some questions of ethics 
must depend on the law; and the individual state 
medical association, as it holds original jurisdiction 
in such matters, must consider these questions, deal 
with them in the light of the law and seek to effect 


needed corrections. (1929 Report) 


COMMERCIAL MEpICAL DIRECTORIES 

The Judicial Council is of the opinion that most, 
if not all of the directories, described in the resolu- 
tions condemning as unethical the listing of physi- 


cians, by specialty, in directories published by com- 
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mercial concerns, are but subtle ways of avoiding the 
pronouncement of the Principles of Medical Ethics 
concerning solicitation of patients, under a guise of 
buying a directory when the real intent is the pur- 
chase of the publication of the buyer’s name in the 
directory for the purpose of obtaining patients. (1936 
Report) 


INSIGNIA FOR MEMBERS OF SPECIAL GROUPS 

An organization having to do with the certifica- 
tion of physicians requested the opinion of the Judi- 
cial Council on the ethical standing of their creden- 
tial holders should they carry or wear a key indicat- 
ing their membership in that organization or show 
on their professional stationery a replica of the key 
together with initial letters indicating their mem- 
bership. It was felt that approval of such procedure 
if given to one group of doctors of medicine could 
not well be withheld from any other body composed 
of doctors of medicine desiring to do likewise; 
that, if such a custom became prevalent, irregular 
practitioners and cultists would rapidly follow suit; 
that the display advertising of those least qualified 
to give good medical care to the public would be most 
apparent, and that the confusion in the lay mind 
would lead to much harm to the indiscriminating 


public. (1941 Report) 


SOLICITATION BY INDIVIDUALS OR GROUPS 

It might be advisable at this time, when voluntary 
prepayment health insurance plans are progressing 
and when some plans are being offered by others, 
not connected with the medical profession, in which 
the formation of medical groups is being encouraged, 
to discuss the ethics involved in this situation. The 
Council would therefore remind members of the As- 
sociation that while solicitation of probable insurers 
or insurees is necessary to the success of medical 
insurance plans and is permitted, the solicitation of 
patients either by individuals or by medical groups 


is absolutely forbidden. (1946 Report) 


Use or YELLOW Paces OF TELEPHONE DIRECTORY 
ro INpIcATE MEpICcAL PRACTICE AND OFFICE Hours 

Chapter I, Section 4, 1955 edition of the Principles 
notes that publication or circulation of simple pro- 
fessional cards is approved in some localities but is 
disapproved in others and states that disregard of 
local custom and offenses against recognized ideals 
are unethical. Chapter III, Section 1 of the 1955 
Principles obligates the physicians to uphold the 
dignity and honor of his profession. It is the opinion 


of the Judicial Council that the component medical 
society must, in the final analysis, determine what 
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practice is in accord with local custom, but that in 
so doing, it should exercise great caution to insure 
full compliance with the spirit and intent of the 
Principles. The practice of medicine should not be 
commercialized nor treated as a commodity in trade. 
Respecting the dignity of their calling, physicians 
should resort only to the most limited use of adver- 
tising and then only to the extent necessary to serve 
the common good and improve the health of man- 
kind. (JAMA, May 7, 1955) 


Use or Sicn Locatep IN THE LOBBY OF OFFICE 
BUILDING 

Chapter I, Section 4 of the 1955 edition of the 
Principles of Medica] Ethics proscribes the solicita- 
tion of patients. It has been an accepted principle 
that the most worthy and effective advertising is the 
establishment of a well-merited reputation for pro- 
fessional ability and fidelity; and that disregard of 
local customs and offenses against recognized ideals 
are unprofessional. It is the opinion of the Judicial 
Council that local customs vary from community 
to community, and therefore it is the obligation of 
the component medical society to determine whether, 
in a given locality, the use of such a sign would be 
an affront to the ideals of the community and bring 
discredit to the profession. It is the further opinion 
of the Council that both the physician who contem- 
plates the use of such advertising and his component 
society should fully observe the precept of Chapter 
III, Section 1 of the 1955 edition of the Principles: 
“A physician is expected to uphold the dignity and 


honor of his vocation”. (JAMA, October 15, 1955 


LISTING OF NAME IN A COMMERCIALLY SPONSORED 
ADVERTISING DIRECTORY 

The Principles proscribe the solicitation of pa- 
tients directly or indirectly. The House of Delegates 
of the Association has expressed disfavor with the 
practice of permitting one’s name to be listed in a 
commercial advertising directory because it is or 
may be interpreted to be the indirect solicitation of 
patients. In 1936, a resolution was introduced in 
the House of Delegates. It reads as follows: ‘‘Where- 
as, certain commercial interests are publishing med- 
ical directories, listing physicians by specialty and 
otherwise, as available for insurance and compensa- 
tion work, and other professional services, and 
whereas, participating by listing in these lay publica- 
tions merely serves for the profit of the promoters 
and is furthermore more technically indirect solici- 
tation of patients, be it Resolved that the Arkansas 
Medical Society condemns these practices as uneth- 
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ical and forbids its members to continue listing their 
names in such directories and be it further resolved 
that the Arkansas Medical Society requests the House 
of Delegates of the American Medical Association 
to take similar action.” The Reference Committee 
to which this resolution was presented reported that 
it “is of the opinion that most, if not all, of the 
directories described in the resolutions, condemning 
as unethical the listing of physicians by specialty 
in directories published by commercial concerns, 
which were introduced by Dr. Brooksher of Arkan- 
sas, are but subtle ways of avoiding the pronounce- 
ment of the Principles of Medical Ethics concerning 
solicitation of patients, under a guise of buying a 
directory when the real intent is the purchase of the 
publication of the buyer’s name in the directory for 
the purpose of obtaining patients.” The Reference 
Committee report recommending approval of the 
resolutions was adopted by the House of Delegates. 

The Judicial Council quotes this action for em- 
phasis and calls attention to the fact that the action 
of the House of Delegates is binding on the members 
of the Association. The Council would further state 
that a physician who uses or permits the use of his 
name in a commercial directory that fails to include 
on like terms and without discrimination the names 
of all licensed physicians practicing in the area 
served by the directory has the burden of proving 
that his action is in keeping with the Principles. 
(JAMA, June 9, 1956) 


RETENTION OF NAME OF DECEASED PHYSICIAN ON 
OrFice Door, STATIONERY, IN TELEPHONE DrtREc- 
TORY, ETC. 

While the Principles of Medical Ethics prohibit 
solicitation of patients, the Judicial Council is of the 
opinion that the continued use of the name of a de- 
ceased member of a group or partnership by those who 
continue the medical practice of that group or partner- 
ship is not of itself a violation of the Principles, if 
such practice is not contrary to local custom or the law 
of the community. The practice becomes unethical if 
it misleads or deceives the public, if it offends against 
local custom and ideals, or if it is contrary to law. 
Whether such practice tends to or does deceive or 
mislead depends on all the facts of each situation 
and includes both the intent of the user and the 
anticipated effect such practice will have in the 
particular community. Only the component medical 
society can ascertain these facts and determine from 
them whether the practice is or is not in violation 
of the spirit and intent of the Principles. The Coun- 
cil is of the further opinion that better practice dic- 
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tates, if the name may properly be used, some means 
to indicate that the former member if deceased; for 
example, John Doe, M.D., 1880-1954. In passing, 
the Council expresses the feeling that in some ex- 
ceptional situations the continued use of the name 
of the deceased by his surviving associates may well 
be a fitting tribute to the memory of one who con- 
tributed materially to the advancement of medicine. 
(JAMA, June 18, 1955) 


DISTRIBUTION OF REPRINTS OF ARTICLES 

One normally would not take it upon himself to 
mail reprints indiscriminately without sufficient rea- 
son. What constitutes a sufficient reason is impos- 
sible to define categorically. Certainly it would not 
be ethical for a physician to mail reprints if his 
intent was to solicit patients directly or indirectly 
or to attempt to bring undue attention to himself. The 
practice, therefore, cannot be recommended. This is 
not to say that the author of a medical article may 
not honor requests for copies of his article. (JAMA, 
March 30, 1957) 


INDICATION OF MEDICAL SOCIETY AFFILIATION ON 
PROFESSIONAL CARDS 

The physician should limit the use of statements 
of qualifications and honors on letter and billheads 
and professional cards to the simple, dignified abbre- 
viation, ““M.D.,”’ or the statement ‘Doctor of Medi- 
cine.” To do more smacks of self-laudation, borders 
on solicitation of patients, and tends to reduce the 
degree and title “Doctor of Medicine” to secondary 
importance. While it cannot be concluded that it is 
unethical to use specialty designations in this man- 
ner, it can be said that the practice is not in the best 
of taste or in the best interest of the profession. 
(JAMA, March 30, 1957) 


UNETHICAL ADVERTISING 

The Principles of Medical Ethics do not pros¢ ribe 
advertising as such; they proscribe the solicitation 
of patients. Advertising, in its broad sense, means 
the act of making information, fact, or intention 
known to the public. Solicitation, as used in the 
Principles, means the attempt to obtain patients by 
persuasion or influence. Advertising, as distin- 
guished from solicitation, is not in itself unethical. 

The public is entitled to know the names of phy- 
sicians, the type of their practices, the location of 
their offices, their office hours, and the like. The 
doctor may ethically furnish this information through 
the accepted local mediums of advertising, which are 
open to all physicians on like condition. Telephone 
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listings, office signs, professional cards, dignified 
announcements, all are acceptable mediums of mak- 
ing factual information available to the public. 

The particular use to be made of any ethical 
advertising medium and the extent of that use are, 
however, matters to be determined according to local 
ideals. What constitutes an excess, what is not in 
keeping with the ideals of medicine, what transcends 
advertising and becomes solicitation are questions 
of fact. The application of this principle is to be 
(JAMA, March 30, 1957) 


made locally. 


Use or MepicAL EMBLEM ON AUTOMOBILE 
Nothing in the Principles of Medical Ethics pro- 
scribes the use of a medical emblem by a physician 
on his automobile. It may be noted that it has long 
been the custom of the Association to provide for 
its member at cost, registered medical automobile 


insignia. (JAMA, March 30, 1957) 


ANNOUNCEMENTS CONCERNING THE OPENING OR 
REMOVAL OF A Doctor's OFFICE. 

On opening an office a physician may properly 
send announcements to his colleagues, to his inti- 
mate personal friends not in the medical profession, 
and to those persons in allied fields with whom it 
may reasonably be expected he will associate. An- 
nouncements of the opening of an office should not 
be mailed indiscriminately to all persons in the com- 
munity, nor should commercial mailing lists be uti- 
lized. A brief news item carried in the local press, 
in itself, is not unethical. Local societies may, how- 
ever, in the exercise of good judgment determine and 
fix limitations in this regard. 

On removing an office a physician may properly 
advise of this fact to the same persons and in the 
same manner as he may announce the opening of an 
office. In addition, he may, and should, advise his 
patients of the essential facts concerning this re- 
moval. In any case, the physician is well advised 
to check with the appropriate officer or committee 
of his local medical society in order to conform his 
conduct with local practice. (JAMA, March 30, 
1957) 


ForM OF ANNOUNCEMENT CONCERNING THE OPEN- 
ING OR REMOVAL OF A DocTor’s OFFICE 

No form has been approved by the American Med- 
ical Association. Under the Principles of Medical 
Ethics and in keeping with the ideals of the profes- 
sion, it would seem that no objection would be made 
to a simple statement of fact, without undue embel- 
lishment, e.g.: 
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Dr. John Doe (or John Doe, M.D.) announces the 
opening (the removal) of his office at (followed by 
location or locations, in case of removal). Office 
hours, telephone number, and a statement concerning 
limitation of practice, if applicable, may be in- 
cluded. 

The above suggestion is to be understood as ad- 
visory only and is not to be considered an exclusive 
form that must be used. In all cases the local society 
can be looked to for an authoritative opinion. 
(JAMA, March 30, 1957) 


Use or Puysicran’s NAME IN CONNECTION WITH 
Civic ENTERPRISES 

The Judicial Council, at a recent meeting, ap- 
proved the following comments expressed by Dr. 
George F. 


answer to a request similar to the above: 


Lull, Secretary of the Association, in 


“I believe it is an excellent thing for physicians 
to take part in civic enterprises. I think we have 
gone the other way and held ourselves aloof so long 
that we are not considered part of the community 
in many places. It is my personal opinion that our 


public relations can be improved by each individual 


physician’s activities, since the people who come in 
contact with him usually judge all physicians by his 
standards.” 

The Judicial Council does not believe that the use 
of a physician’s name in connection with a civic 
project should, in itself, be considered contrary to 
the Principles of Medical Ethics. (JAMA, March 
30, 1957) 


ANNOUNCEMENT OF THE OPENING OF PHYSICIAN’S 
OFFICE 

The Judicial Council has stated that it cannot 
pass judgment in advance on a situation that may 
later come before it on appeal; that is, the Council 
cannot be an attorney for a society or a member there- 
of and later a judge in the same factual situation. 
The component medical society has the obligation of 
determining whether or not the action described con- 
stitutes an infringement of ethical principles as set 
forth in Chapter I, Section 4, of the Principles (1955 
edition). Therefore, questions of this type should 
be presented to the appropriate official of the phy- 
sician's component society. (JAMA, March 30, 
19357) 


Alcohol and the Common Cold 


Alcoholic beverages are helpful in fighting the 


common cold—-at least in the early stages. This was 
reported by Dr. Noah D. Fabricant, Chicago oto- 
laryngologist, in the March Archives of Otolaryn- 
gology, published by the American Medical Associa- 
tion. 

Dr. Fabricant said, “Although consumption of 
alcohol is obviously not a cure for the common cold, 
its beneficial role in some persons can neither be min- 
imized nor dismissed.”’ Alcohol has long been a 
popular remedy for warding off colds after chilling 
or exposure in inclement weather. It increases blood 
circulation, provides warmth and comfort, induces 
drowsiness, and promotes a desire to rest. “Once 
acted upon, the decision to rest in bed can serve a 
Rest in bed diminishes the 


severity of the common cold, limits its spread to 


most useful purpose. 


others, and reduces the frequency of complications.” 
But alcohol is valuable in fighting a cold in still 
another way. 
A cold is preceded by a lowering of the tempera- 
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ture in the nasal passages and a constriction of blood 
vessels within the nose. The passages then become 
dry and the defense against the cold is weakened. 
This paves the way for acute infection. 

The prime intent on discovering a cold in its early 
stages is to restore the nasal passage to its normal 
state. This can best be done by raising the tempera- 
ture of the membranes. 

In the test conducted by Dr. Fabricant, it was 
found that the nasal temperature could be raised 
after the consumption of alcohol. 

Twelve persons, two with symptoms of a cold, 
were given one ounce of a blended whiskey. Tem- 
peratures were checked before the test began and 
again at 15 minute intervals following the taking 
of the alcohol. 

All twelve showed a nasal temperature rise within 
30 minutes. 

According to Dr. Fabricant, the results indicate 
the physiological usefulness of an alcoholic beverage 
during the very early stages of the common cold. 
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Current Currents 


THE HOUSE OF DELEGATES of The Medical Society of Virginia has approved the 
Society’s role in the Medicare Program and has authorized further contract negotiations 
with the Department of the Army. In a resolution adopted by a 52-33 vote on April 
13, the Society’s negotiators were instructed to attempt to secure a contract based on 
insurance or indemnity principles. 


The Medical Society of Virginia is not scheduled to re-negotiate with the Army before 
November. However, it is anticipated that the current contract will be extended until 
that time. 


THE FOUNDATION has been laid for some of the most important organizations in 
the health field to work together in solving the health care problems of the aged. For 
this purpose the American Medical Association, American Dental Association, Ameri- 
can Hospital Association and American Nursing Home Association have established the 
Joint Council to Improve the Health Care of the Aged. 


The objectives of the Council have been announced as: (1) to identify and analyze the 
health needs of the aged; (2) to appraise available health resources for the aged, and (3) 
to develop programs to foster the best possible health care for the aged regardless of 


their economic status. 


One of the first jobs of the Council will be to determine exactly what are the health 
problems of the aged. Research will be intensified and projects for meeting the problem 
will be activated as rapidly as possible. Sponsoring organizations point out that the need 
for new programs in this field is accented by the fact that the life expectancy of indi- 
viduals has been constantly increasing in recent years. In 1935 life expectancy in the 
United States was an average 60.2 yeats. Most recent figures indicate the life average 
expectancy now to be 70.0 years. 


The Council plans to work closely with health insurance groups in an effort to improve 
the coverage of the aged and to see that their insurance dollars go further. It is also be- 
lieved that much can be done for older people by states and communities and the Coun- 
cil will endeavor to stimulate activities at these levels of government. 


RESIDENTS OF THE UNITED STATES see a physician on an average of just under 
§ visits a year, according to a National Health Survey. Only 10 per cent of the visits 
are in the home. 


It is reported that our farm population uses physician services at the rate of 3.6 visits 
per year, rural non-farm population 4.5 visits and urban population 5.1 visits. Two- 
thirds of all visits involve diagnosis and treatment, and only one-third have to do with 
preventive care or other services. 


DID YOU KNOW that the first American to fly was a physician. Dr. John Jeffries 


made a ballroom flight in France 175 years ago, and being scientifically minded, carried 


with him a barometer, thermometer and hydrometer. 
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A SEMINAR FOR MEDICAL ASSISTANTS is being sponsored by the Fairfax Coun- 
ty Medical Society on Thursday, May 22. Approved by the Northern Virginia Medical : 
Council, the seminar will be held in the Woodward & Lothrop Auditorium at Seven 

Corners and is scheduled to begin at 1:30 p.m. 


The program has been especially designed to impress the medical assistant with her im- 
portance and responsibilities, and the place she occupies on the medical team. To be 
covered are such items as the legal status of the medical assistant, telephone techniques, 
uniform claim forms, public relations fundamentals, and many more. Details con- 
cerning registration can be secured from Dr. Carl Parker, 1057 West Broad Street, Falls 
Church. 


A NUMBER OF NEW EXHIBITS have been announced by the AMA and will soon be 
ready for showings by local medical societies at fairs, schools, home shows and similar 
public gatherings. Several of the more interesting are: 


You Can Reduce—pictures 25 different foods and number of calories in servings 
shown. Permits visitor to check his weight and answers pertinent questions on reduc- 
ing. 


Poisoning of Children—demonstrates dangers of common household products and 
depicts those products which are leading causes of poisonings at home. . 


Health Appraisal of the School Child—highlights principal health appraisal procedures, 
such as teacher observation, screening procedures, dental and medical examinations 
and follow-through. 


A NEW PAMPHLET entitled “Are You Fit to Drive?” is now available for use in 
physicians’ offices. The pamphlet, prepared by the AMA’s Committee on Medical As- 
pects of Automobile Injuries and Deaths in cooperation with the Center for Safety Ed- 
ucation at New York University, is unusually well-done. It covers emotional upsets, 
driver attitudes, medicines, sleepiness, faulty vision, drinking, old-age, diabetes and cer- 
tain nerve and health disorders. 


The State Office has a supply of the pamphlets on hand and will be pleased to fill re- 
quests. Once the supply is exhausted, additional copies can be secured from the Asso- 
ciation of Casualty and Surety Companies, 60 John Street, New York 38. 


REPRESENTATIVE ROOSEVELT, California, has introduced a bill, H.R. 9834, 
which would extract social security payments of $637.50 from those persons with 
$10,000 a year incomes. The bill would raise the tax base from the present $4,200 to 
$10,000. Also, the taxable income would increase $500 each year that the Consumers 
Price Index rises as much as 5 points. 


1958 ANNUAL MEETING—THE MEDICAL SOCIETY 
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Woman’ Auxiliary.... 


President 
President-Elect 
Vice-Presidents- 


Mrs. JOHN R. St. Georce, Portsmouth 
Mrs. CHarves A. Eastey, Danville 
_._._Mrs. Girarp THompson, Chatham 
Mrs. GeorGE Brooks, Richmond 
Mrs. RosperT DETWILER, Arlington 
Recording Secretary Mrs. JAMES GRINELS, Richmond 
Corresponding Secretary_ Mrs. Howarp Krucer, Norfolk 
Treasurer___.Mrs. WyNDHAM B. BLANTON, JR., Richmond 
Publication Chairman Mrs. PAUL PEARSON, Warsaw 


Old Belt. 

The Auxiliary to the Old Belt Medical Society 
held a dinner meeting at the Woodfield Club in 
South Hill on March 19th with fifteen members 
present. After a most interesting program given by 
Mrs. Louise Smith, a business session was held, with 
Mrs. William Bishop, President, presiding. Plans 
were made to honor the doctors of the Old Belt So- 
ciety on Doctors Day and for a luncheon meeting to 
be held in May with Mrs. J. R. St. George, State 
President, as guest speaker. 

Grapys Y. Bracey (Mrs. L. H.) 
Wise. 

In the past two months this Auxiliary has had two 
interesting meetings. The first was a safety program 
with a talk and moving pictures with commentary by 
one of our local State troopers. The other was a 
‘Home Lighting” demonstration by the home econo- 
mist of the Old Dominion Power Company. 

Plans were made for observance of Doctors Day 
which included window displays in the pharmacy, 
a dinner party dt “The Inn”, the presentation of red 
carnation boutonnieres and the request for the wives 
to send red carnations to their husband's offices. 

In March, the Auxiliary received news of the un- 
timely and sudden death of one of its young but 
faithful members, Mrs. Walter J. Parsel, who only 
three weeks previous had moved to California from 
Norton. 

Dotores E. ScHmipt (Mrs. WILLIAM F.) 
Corresponding Secretary 


Newport News-Warwick. 

This Auxiliary honored Dr. Benjamin Leo Carle- 
ton on Doctors Day. A special party in his honor 
was given at the home of Dr. and Mrs. W. Ward 
Anderson, Jr., Seaford, and new trays were given to 
the Patrick Henry Hospital for the drug shelf in 
honor of Dr. Carleton. 

Dr. Carleton has followed the medical problems 
of countless Peninsula citizens from birth through 
old age for more than thirty-eight vears. 
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Fairfax. 

Doctor’s Day was celebrated in Fairfax with a 
reception and dinner at the Courthouse Country Club 
given for the members of the Fairfax Medical Society 
by the Auxiliary. Each doctor wore a red carnation, 
gift of his wife. A number of place settings at the 
banquet table were starred and those seated at these 
places received prizes. After dinner a Chinese auc- 
tion was held in which prizes were given by the 
drawing of numbers. 

Mrs. Andrew Tessitore is the retiring president 
of this Auxiliary and Mrs. Thomas Haggerty is 
president-elect. Mrs. Joseph Provenzano was chair- 
man for the dinner. 

American Medical Association. 

The thirty-fifth annual convention to the Woman’s 
Auxiliary to the American Medical Association will 
be held at the Fairmont Hotel, San Francisco, Cali- 
fornia, June 23-27. Convention chairmen are Mrs. 
Matthew N. Hosmer and Mrs. Samuel R. Sherman. 

A cordial invitation is extended to all members of 
the Woman’s Auxiliary, their guests and the guests 
of physicians attending the convention to partici- 
pate in all social functions and attend the general 
meetings of the Auxiliary. 

Please Note! 

Your publications chairman is again asking the 
local auxiliaries to send in news for the Auxiliary 
Page in the Monthly. 

1. Deadline for materials to be published in the 
Virginia Medical Monthly is the first day of each 
month. 

2. Remember if you do not see news about your 
Auxiliary someone has failed to send it in and on 
time. 

3. Be sure to send all activities of interest. This 
is my only means of knowing about the many things 
you are doing. 

4. Reports should be arranged and worded just as 
you wish them to appear in the journal—on a sep- 
arate sheet of paper, please. Your cooperation will 
save considerable time and effort. 

5. I welcome your suggestions in improving our 
page. 

6. Reports from these Committee Chairmen will 
prevent an empty page during the summer months— 
Today's Health, A.M.E.F., Recruitment, Bulletin, 
Mental Health, Safety, Civil Defense, Legislation 
and Student Loan Fund. 

I thank you wholeheartedly for your interest and 
VirGINIA DrREWRY McG. PEARSON 
Publications Chairman 


cooperation. 
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President's Message .... 


ITHIN the very recent past we have witnessed the development and mass pro- 

duction and use of the Salk poliomyelitis vaccine and the “Asiatic” flu vac- 
cine. The discoveries and development of these materials were rightly hailed through- 
out the medical world as a tremendous step forward in the never-ceasing battle for life 
and limb. 


Many practicing physicians, however, looked with jaundiced eyes at the buildup and 
ballyhoo that came with these products. The public was primed with propaganda by 
every newspaper, radio station, magazine and television outlet in the nation. Many 
people were nearly scared out of their wits. The products were rushed onto the market 
with great fanfare only to have all sorts of problems develop. Distribution was spotty, 
quality and potency of materials varied, recommended methods and amounts of ad- 
ministration changed almost daily depending on who pronounced what at which time 
of day. And most of all from our viewpoint, the practicing physician was caught in 
the middle time after time. 


From the dawn of medicine the patient has been taught to contact his private phy- 
sician for advice on his health and the use of medicine. The quieting influence and 
reassurance that this method brought about was routine for centuries. Its proficiency 
was attested by its success and was due to the long developed methods of publication, 
by medical media, of information to physicians first, and then later to the public. Had 
this process been followed in the above mentioned instances I am sure much unneces- 
sary disturbance could have been avoided. 


You may think that all of this is water over the dam and should be forgotten. I 
bring it up at this point, however, because of recent newspaper stories that have caught 
my attention. One such story says researchers are on the verge of a breakthrough in 
the cause of (and defense against) cancer. Another story tells us that certain types 
of heart disease are about to be conquered. We hear that various other maladies may 
give up their secrets any day now. I sincerely hope to Heaven that all of these pre- 
dictions and many more like them are true. And I also sincerely hope that the medical 
profession, that segment of it that sees the patient and knows and counsels him in his 
hour of bewilderment and fear, can have the say in who gets how much of what kind 
of treatment, when and where it is administered and what is a fair price for it, when 
these remarkable predictions come true. Third parties have tried to dictate each and 


every one of the above items recently. Their results have been confusing to say the least. 
The practicing medical profession, from the AMA down to each individual county 


medical society, should prepare itself now, with a plan to be followed when and if 
another great day of liberation from a dangerous malady occurs. 


President 
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FEditorial.... 


Dr. Rucker’s Book 


HE LONG AWAITED “Selected Writings of Marvin Pierce Rucker” appeared 
the latter part of March and the excellency of the volume justifies the delay in its 
publication. 


Shortly after Dr. Rucker’s death in 1953, Dr. E. M. Holmes, Jr., who served with 
him for many years on the Richmond Board of Health, conceived the idea of publish- 
ing in book form the Pen Profiles and the Floral Eponyms which appeared in the 
Virginia Medical Monthly during the ten years Dr. Rucker edited this journal. A 
committee was appointed with representatives from the Board of Health, the Richmond 
Academy of Medicine, the Virginia Medical Monthly, and the Johnston-Willis Hos- 
pital to aid Dr. Holmes in the preparation of this memorial to one who had meant so 
much to Virginia medicine during the half-century he practiced in Richmond. 


MarvIN PIeRceE RUCKER 


Dr. Rucker’s orderly method of preserving and indexing his voluminous writings 
simplified Dr. Holmes’ work but the editing of this handsome 200 page book and col- 


lecting the 37 excellent engravings must have proved an exhausting task. 


Dr. J. Morrison Hutcheson, a lifelong friend and medical associate of Dr. Rucker, 
prepared a short biography which reminds one anew of the many honors that came 
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to this kindly, soft spoken scientist. During his busy career he was President of the 
Richmond Obstetrical and Gynecological Society, the Richmond Academy of Medicine, 
The Medical Society of Virginia, the South Atlantic Association of Obstetricians and 
Gynecologists and the American Association of Obstetricians, Gynecologists and Ab- 
dominal Surgeons. He also found time to be Chairman of the Section on Obstetrics 
and Gynecology of the American Medical Association and of the corresponding Section 
of the Southern Medical Association. 


The Pen Profiles include brief biographies of 36 medical leaders from the eighteenth 
century to modern times. Twelve of these subjects were native Virginians or had close 
State ties. He wrote interestingly of all but especially so of the ‘Four Doctors” under 
whom he studied as an undergraduate at the Johns Hopkins Medical School. His 
thumb nail sketches frequently were enlivened by personal reminiscences, for Dr. 
Rucker knew and was known by most of the medical great of his day. 


While his Profiles are of the first order, his Floral Eponyms probably are of more 
lasting value for they doubtless are unique in their present collected form. Dr. Rucker 
somewhere read that twenty-eight flowers bore the names of physicians. He thought 
that the list was incomplete and in the process of augmenting it he brought to light 
nearly one hundred additional examples. In each issue of the Virginia Medical 
Monthly a new name would be added. Few physicians and even fewer laymen would 
suspect that Wistaria was named for the anatomist, Dr. Caspar Wistar, or the Gar- 
denia for Dr. Alexander Garden of Charleston, S. C. 


Dr. Joel Roberts Poinsett, also of Charleston, gave his name to the Poinsettia. Poin- 
sett’s interests were not confined to medicine and horticulture, for he obtained an army 
commission for John C. Fremont who later became the first Republican presidential 
candidate but who now is remembered chiefly as one of several Union generals whose 
military careers were terminated abruptly by Stonewall Jackson in the Valley of 
Virginia during the Spring of 1862. The botanical designation of both the Iris and 
Azalea carry the name of Dr. Engelbrecht Kaempfer, a chief surgeon in the Dutch 
East India Company. The Magnolia was named after Dr. Pierre Magnol, Professor 
of Medicine at Montpellier who introduced this Southern favorite into Europe. Wei- 
gelia, Dahlia, Zinnia, Lettsomia, Grindelia, and Lobelia are other examples of flowers 
that bear the names of physicians. Even Amsonia was named for Dr. Amson of 
Williamsburg and York County. Dr. Amson, incidentally, shared with Dr. Jacob 
Tabernaemontanus of Zweibrucken, Germany, the distinction of having Amsonia Taber- 
naemontana named for him. 


In addition to the data contained in the two foregoing sections a complete bibli- 
ography is appended which lists about two hundred scientific papers by Dr. Rucker 
which appeared from 1905 to 1952. Forty-six of these articles were published in the 
Virginia Medical Monthly which indicates his esteem and affection for this journal. 


Physicians who were privileged to know Dr. Rucker will wish to have this reminder 
of his many interests in obstetrics and the history and amenities of medicine. Recent 
graduates who did not have the opportunity of sharing Dr. Rucker’s friendship should 
avail themselves of the opportunity to make a belated acquaintance with this physi- 
cian, scholar and gentleman through the medium of his ‘Selected Writings.” 


H. J.W. 
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Society Proceedings .... 


Northern Virginia Clinical Assembly. 

The Ninth Annual Assembly, sponsored by the 
Alexandria, Arlington County and Fairfax County 
Medical Societies, was held on April 13th in the 
Wakefield High School Arlington. 
Guest lecturers were from Jefferson Medical College. 


Auditorium, 


Philadelphia, and the following program was pre- 
sented: Differential Diagnosis of Chest Pain by Dr. 
William A. Sodeman; Abnormal Uterine Bleeding 
by Dr. Abraham E. Rakoff; Tumors Commonly En- 
countered in Children by Drs. John H. Gibbon, 
Jr., and Hans G. Keitel; and Maintenance of High 
Standards cf Laboratory Care by Dr. F. William 
Sunderman. Round table sectional meetings were 
held in the afternoon. 


Nens Notes... . 


New Members. 


The following new members have been admitted 
into The Medical Society of Virginia since the list 
published in the April issue of the Virginia Medical 
Monthly: 

Robert F. Barbe, M.D., Bristol 

Francis Elwood Barrett, M.D., Midlothian 

Courtney Cox Bowen, M.D., Richlands 

Herman Wallace Brubaker, M.D., Floyd 

David John Cracovaner, M.D., Newport News 

Catherine Elizabeth Craun, M.D., Harrisonburg 

Thomas Winston Gouldin, M.D., Norfolk 

Edward T. Holden, M.D., Staunton 

Waddie Pennington Jackson, M.D., Bedford 

Joseph Emory Mathias, M.D., Lynchburg 

Robert Chester Patten, M.D., Floyd 

John Rebman, III, M.D.; Richmond 

Charles Glenn Smith, M.D., Arlington 

Lewis Emmor Wells, M.D., Richmond 

James Phillip Westmoreland, M.D., Norfolk 


Tribute Paid Dr. Sinclair. 

Dr. James W. Sinclair, Warrenton, was recently 
presented with a scroll, bearing in Old English 
letters the names of 381 people who had contributed 
to the Fund for the Operating Room of the new Hos- 
pital. The scroll read as follows: “To Dr. James 
Ward Sinclair: In Witness that the Operating Room 
of the Fauquier Hospital is equipped as a mark of 
the enduring appreciation and affection of his pa- 
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The Fourth District Medical Society 

Met at the Southside Community Hospital, Farm- 
ville, on April 8th, in conjunction with the annual 
Spring Institute of the Hospital. The following 
program was presented: Diagnostic Features in 
Cardiovascular Diseases Amenable to Surgery by Dr. 
J. Francis Dammann; Some Points in the Manage- 
ment of Anesthesia for Cardiovascular Surgery by 
Dr. Douglas W. Eastwood; and The Surgical Man- 
agement of Certain Types of Cardiovascular Dis- 
eases by Dr. William H. Muller, Jr. All speakers 
are from the University of Virginia, Charlottesville. 

Dr. Robert D. Keeling, South Hill, 
of this Society; Dr. William Grossmann, Petersburg, 
vice president, and Dr. Clyde W. Vick, Jr., Peters- 
burg, secretary-treasurer. 


is president 


tients and friends.” There was also given him a 


handsomely bound book in which were numerous 
letters from various donors. The patients and friends 
of Dr. Sinclair contributed over $11,000.00 with 


which he was to purchase operating equipment. 


Golf Tournament. 


‘he American Medical Golfing Association is 
holding its annual golf tournament in conjunction 
with the A.M.A. Convention June 23, at the beauti- 
ful Olympic Lakeside Golf and Country Club, San 
Francisco. This will be a whole day of rest and 
relaxation with golf, luncheon, banquet, and a prize 


for everyone. No stone has been left unturned to 


to 30 in flights 
For information contact James J. Leary, M.D., 
Secretary, 450 Sutter Street, San Francisco, Cali- 


fornia 


Dr. J. Warrick Thomas, 

Richmond. will present a paper at the scientific 
session of the Florida Allergy Society to be held in 
Miami Beach, May 10-14. His subject will be Treat- 
ment of Severe Allergic Reactions to Insect Stings 
and Bites. 


Dr. Melvin B. Lamberth, Jr., 
Kilmarnock, announces the association of 
Harvey W. Goode, and the formation of the 


: 
assure the very best. Tee off time 8 A.M. to 2 P.M. 
All golfing doctors are invited to attend. Handicaps 
| 
. 
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marnock Clinic and Maternity Hospital. Dr. Goode 
was formerly engaged in the general practice of 
medicine in Dinwiddie County. 


Former Grady House Staff. 

An organization is being formed of all former 
members of the house staff of the Grady Memorial 
Hospital in Atlanta. Two years ago, letters were 
sent to all known former House Officers. However, 
many names were not included because of an incom- 
plete mailing list. If you did not receive a notice 
or failed to reply for any reason, please notify the 
Grady Hospital Clinical Society, Office G-610, 80 
Butler Street, S. E., Atlanta, Georgia. Give your 
name and address and when you were at Grady. 
Plans are now being made for the first Annual Meet- 
ing in the fall. 


Stuart Circle Ex-Interns Club. 

At a recent meeting of this Club, Dr. John Powell 
was elected to succeed Dr. J. Edgar Stevens as presi- 
dent. Dr. Charles Ballow was named vice-president, 
and Dr. William B. Moncure, secretary. 


Dr. Merritt W. Foster, Jr., 

Associate professor of clinical psychiatry at the 
Medical College of Virginia, was principal speaker 
for the annual meeting of the Lynchburg Guidance 
Center held on March 24th. 


Dr. G. Benjamin Carter, 

Richmond, who retired in November as attending 
physician at the City Home, has returned to the 
home as medical director. 

Drs. James H. Whitfield and Allan Hecht have 
also been employed as physicians on a half-time 
basis. 


Virginia Heart Association. 

Dr. Alto Feller, Charlottesville, and Dr. Harry 
C. Foster, Martinsville, have been appointed to the 
Medical Advisory and Research Committee of the 
Virginia Heart Association. Dr. Reverdy H. Jones, 
Jr., Roanoke, is chairman of the committee. 


Dr. John A. Sims, 


Alexandria, was presented the fifth Douglas 
Southall Freeman award by the Virginia Tuber- 
culosis Association at its annual meeting in Roanoke, 
March 18th. This award is the highest honor con- 
ferred by the Association upon individuals who have 
contributed significantly to the control of tubercu- 


losis in Virginia. 


Dr. John G. Sellers, 


Norfolk, participated in a course in Reconstruc- 
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tive Nasal Surgery which was presented by the De- 
partment of Otolaryngology of the University of 
Cincinnati College of Medicine, April 12-19. 


Board of Medical Examiners. 

The next meeting of the Virginia Board of Medi- 
cal Examiners will be held at the Richmond Hotel, 
Richmond, Virginia, June 11, 1958 and the exam- 
inations will be held in the same hotel June 12th to 
14th inclusive. 

May 20th is the deadline for receipt of applica- 
tions for the examination. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, S. W., 
Roanoke, Virginia. 


Dr. Edwin P. Jordan, 

Charlottesville, has been elected president of the 
Thomas Jefferson chapter of the Sons of the Ameri- 
can Revolution. 


Dr. Richard B. Bowles 
Has been named as honorary chairman of the 
annual Mathews Spring Festival. 


The Virginia Council on Health and Medical 

Care 

Has been presented with an award for the best 
single promotion in public relations during 1957 in 
the State of Virginia by the Virginia Public Rela- 
tions Conference. The Council won the award for 
its Tangier Island project. 
Dr. Houston L. Bell, 

Roanoke, will discuss the subject of Tympano- 
plasty, Reconstruction of the Middle Ear Sound 


Mechanism and Conduction at the American Medi- 
cal Association convention in San Francisco. 


American Goiter Association. 

The annual meeting of this Association will be 
held in San Francisco, June 17-19, at the St. Francis 
Hotel. Hotel Reservations must be secured by writ- 
ing to the Goiter Housing Bureau, Room 300, 61 
Grove Street, San Francisco, California, and be 
accompanied by a deposit of $10.00 per room. 


The Gerontological Society, Inc. 

The eleventh annual scientific meeting of the 
Gerontological Society, Inc., will be held at the 
Bellevue Stratford Hotel, Philadelphia, Pennsyl- 
vania, November 6, 7, and 8, 1958. 

Abstracts of papers for the program should be sub- 
mitted to the Program Committee for consideration 
by July 1 1958. Abstracts should be sent to the 
sub-chairmen of the section in which the author(s) 
elect to give their paper. 
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Clinical Medicine—Dr. 
Ewald Busse, Duke University Hospital, Durham, 
North Carolina; Biology—Dr. 


The sub-chairmen are: 


Morris Rockstein, 
Department of Physiology, New York University, 
550 First Avenue, New York 16, New York; Psy- 
chology—Dr. Ethel Shanas, National Opinion Re- 
search Center, 5711 South Woodlawn Avenue, Chi- 
cago, Illinois; and Sociology—Dr. W. M. Beattie, 
Jr., Department of Sociology, Washington Univer- 
sity, St. Louis, Missouri. 

Exact details as to the length of a presentation 
and its place on the program will be made available 
by the appropriate sub-chairmen. Scientific and 
commercial exhibits are scheduled with a series of 
social functions and a meeting open to the public. 
Chairman of the Exhibitions Committee is Dr. Leo 
Gitman 813 Howard Avenue, Brooklyn 12, New 
York. 


The American College of Gastroenterology 

Announces that its Annual Course in Postgradu- 
ate Gastroenterology will be given at the Jung Hotel 
in New Orleans, La. on October 23, 24, 25, 1958. 

The Course will again, as usual, be under the di- 
rection and co-chairmanship of Dr. Owen H. Wan- 
gensteen, Professor of Surgery of the University of 
Minnesota Medical School, who will serve as sur- 
gical co-ordinator, and Dr. I. Snapper, Director of 
Medical Education, Beth-E] Hospital, Brooklyn, 
N. Y., who will serve as medical co-ordinator. Drs. 
Wangeristeen and Snapper will be assisted by a dis- 
tinguished faculty selected from the medical schools 
in and around New Orleans. 

The subject matter to be’covered in the Course, 
from a medical as well as surgical viewpoint, will 
be essentially, the advances in diagnosis and treat- 


ment of gastrointestinal diseases and a comprehensive 


Obituaries .... 


Dr. Foy Vann, 


Prominent orthopedic surgeon of Norfolk, died 
March 15th after a month’s illness. He was seventy- 
six years of age and a graduate of the Medical Col- 
lege of Virginia in 1905. Dr. Vann began his prac- 
tice in Whaleyville but later did graduate work in 
orthopedics and located in Norfolk in 1919. He was 
on the staffs of the Norfolk General, Leigh Memorial, 
Maryview and King’s Daughters Hospitals. From 


1928 on, Dr. Vann held the Newport News Kiwanis 
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discussion of diseases of the mouth, esophagus, stom- 
ach, pancreas, spleen, liver and gallbladder, colon 
and rectum. 

For further information and enrollment write to 
the American College of Gastroenterology 33 West 
60th Street, New York 23, N. Y. 


Virginia Association of Medical Assistants. 

The second annual meeting of this Association 
was held in Petersburg, March 8-9, with approxi- 
mately fifty members in attendance. Mrs. Elva Spain, 
Petersburg, was elected President, and Mrs. Mil- 
dred Phippen, Richmond, was named President- 
Elect. Mrs. Frances Mercer, Richmond, was in- 
stalled as Corresponding Secretary, and Mrs. Mary 
Gowen, Lynchburg, as treasurer. 

Guest speakers were Dr. Abner Robertson, Direc- 
tor of the Virginia Association for Mental Health, 
and Mrs. William C. Comstock, vice-president of 
the Physicians Products Company. 

For Sale. 

B3002A G, E. Vertical Fluoroscope, with 10 MA 
unit and XPT tube, type B-2 screen, 8 years old, 
original owner, regular G. E. maintenance. Sold new 
$1,500.00. Price $650.00 F.O.B., Roanoke, Virginia. 
#425, care the Monthly, P. O. Box 5085, Richmond 
20, Virginia. (Adv.) 


For Sale. 

Used G.E. 100 mg. radiographic and fluoroscopic 
unit with tilt table in good condition. $850.00 F.O.B., 
Roanoke, Virginia. Write #400, care the Monthly, 
P. O. Box 5085. Richmond 20, Virginia. (Adv.) 


For Rent. 

Modern office near Lee Building, Richmond, Rea- 
sonable. Write #300, care of the Virginia Medical 
Monthly, P. O. Box 5085, Richmond 20, Virginia. 
( Adv.) 


Club’s Weekly Clinic for crippled children. He was 
so beloved for this activity by the people of Newport 
News that the Kiwanis Club there honored him each 
year with a special dinner called “Dr. Foy Vann 
Night”. 


pedic clinics throughout the Tidewater area. Dr. 


He also devoted much time to other ortho- 


Vann was a charter member of the American Acad- 
emy of Orthopedic Surgeons. He was a Life Member 
of The Medical Society of Virginia, having joined in 
1910. 

Dr. Vann is survived by his wife and three sons. 
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Dr. Samuel Alexander Vest, Jr., 


Chairman of the Department of Urology of the 
University of Virginia, died April 6th of a heart 
attack. He was a native of North Carolina and 
fifty-three years of age. Dr. Vest received his med- 
ical degree fram Johns Hopkins University in 1930 
and was a member of the Johns Hopkins Hospital 
staff before coming to the University of Virginia in 
1939. He was a member of the American Urological 
Association, the Mid-Atlantic section of the Ameri- 
can Urological Association, the American Association 
of Genitourinary Surgeons and a member of the 
residency review committee for urology of the Amer- 
ican Medical Association. Dr. Vest had been a mem- 
ber of The Medical Society of Virginia since 1941. 

His wife, two daughters and two sons survive him. 


Dr. Louis Knight Leake, 


Goochland, died March 14th. He was seventy- 
eight years of age and a graduate of the former Uni- 
versity College of Medicine, Richmond, in 1903. 
Dr. Leake was a former president of the Bank of 
Goochland and served as county treasurer from 1919 
to 1955. He was a Life Member of The Medical 
Society of Virginia, having joined in 1904. 

His wife and a son survive him. 


Dr. William Edward Brown, 


Charlottesville, died March 17th, at the age of 
seventy-three. He was a graduate of the Baltimore 
Medical College in 1908. Dr. Brown retired in 1944 
after 23 years as superintendent and medical director 
of Blue Ridge Sanatorium. He had also served as 
a member of the faculty of the University of Virginia 
Medical School. Dr. Brown had been a member of 
The Medical Society of Virginia for forty-nine years. 

His wife, a sister and two brothers survive him. 


Dr. Benjamin Atwood Hord, 


Richmond, died March 23rd. He was eighty 
years of age and a graduate of the Medical College 
of Virginia in 1898. Dr. Hord had practiced in 
Richmond for fifty-nine years. He was active in the 
Masonic Order, being a member and past master 
of Fraternal Lodge No. 53, AF&AM, past high priest 
of the Richmond Royal Arch Chapter, a member of 
the Richmond commandery and Acca Temple Shrine, 
and a past patron of Areme Chapter, Order of East- 
ern Star. Dr. Hord was a Life Member of The 
Medical Society of Virginia, having joined in 1920. 

His wife and a daughter survive him. 
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Dr. Samuel Weinstein, 


Richmond, died April 3rd, at the age of sixty-two. 
He was a graduate of the Medical College of Vir- 
ginia in 1925. Dr. Weinstein was a Mason and in 
former years he served as physician for the Rich- 
mond Arrows, a semi-professional football team. He 
was a veteran of World War I. Dr. Weinstein had 
been a member of The Medical Society of Virginia 
for twenty-eight years. 

His wife and two daughters survive him. A brother 
is Dr. A. I. Weinstein with whom he was associated 
in the practice of medicine. 


Dr. Samuel Byron Pope, 


Norfolk, died April 3rd after a long illness. He 
was fifty-three years of age and a graduate of the 
Medical College of Virginia in 1930. Dr. Pope had 
practiced in Norfolk for the last twenty-six years. 
He was a Mason and a member of the Norfolk Photo 
Club. Dr. Pope had been a member of The Medical 
Society of Virginia since 1940. 

His wife and a daughter survive him. 


Dr. Savage. 


Dr. Millard B. Savage, prominent in the field of Ob- 
stetrics and Gynecology, and beloved by all who knew 
him, died February 10, 1958, after an illness of several 
years. He was 61 years of age, born in Nansemond 
County, Virginia. Dr. Savage was graduated from the 
University of Virginia in 1921. His education was in- 
terrupted during World War I when he joined the Naval 
Reserves. After the War he interned in the Public Health 
Service in Minneapolis, Women’s Hospital, New York, 
and Lying-In Hospital, New York. 

Dr. Savage was President of the Norfolk County 
Medical Society in 1947-1948, President of the Virginia 
Obstetrical and Gynecological Society in 1957. He served 
as President of the Staff of Norfolk General Hospital and 
Leigh Memorial Hospital, and was on the Staff of DePaul 
Hospital. He was a Diplomate of the American Board of 
Obstetrics and Gynecology and a member of the American 
College of Surgeons, South Atlantic Association of Ob- 
stetrics and Gynecology, South Eastern Surgical Congress, 
Norfolk County Medical Society, Southern M:dical Asso- 
ciation, Seaboard Medical Association, Medical Society of 
Virginia, American Medical Association, Tri-State Medi- 
cal Society, and various civic organizations. Dr. Savage 
will be greatly missed by both his friends and associates. 

THEREFORE, Let IT BE RESOLVED that we extend our 
sympathies to the family of the late Dr. Savage in the 
great loss which they sustained. 

Be Ir FurRTHER RESOLVED that a copy of this resolution 
be recorded in the Minutes of the Norfolk County Medical 
Society and copies sent to the family and the Virginia 
Medical Monthly. 

W. A. Porter, M.D. 
M. H. BLAnp, M.D. 
Brock D. Jones, M.D., Chairman 
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Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility. 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


99% 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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‘ “And Hospital For Rehabilitation of 


KEELEY. ‘The ALCOHOLIC 


T T U Medica Director Directed. 


447 W. Washiegton St. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, _In-patients are accepted in state of acute 
NORTH CAROLINA No waiting requires 


The FOR EXCEPTIONAL 
CHILDREN 


Year round private 
Thompson 
home and school for 


Homestead infants, children and 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 


adults on pleasant 250 mond Hotel, Richmond, Virginia, June 11, 1958. 

‘ School acre farm near Char- The examinations will be held in the same 
ie lottesville. hotel June 12th to 14th, inclusive. All applica- 
er. | tions and other documents pertaining to the 
Write for booklet. examinations or to matters to be discussed by 


the Board must be on file in the Secretary’s 
office on or before May 20, 1958. The Secretary 
of the Board is Dr. K. D. Graves, 631 First 
Street, S. W., Roanoke, Virginia. 


Mrs. J. Bascom Tuompson, Principal 


FREE UNION VIRGINIA 


: TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. DR. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 
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A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
. . . REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
. AMES K. HALL, JR., M.D., Associ 
and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D. Clara K. Dickinson, M.D. 
Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


Clinical Psychology: AFFILIATED CLINICS 

Tien C Cam PAD Bluefield Mental Health Center Beckley Mental Health Center 

525 Bland St., Bluefield, W. Va. 207% McCreery St. 
SS et David M. Wayne, M.D. Beckley, W. Va. 


Don Phillips, Administrator W. E. Wilkinson, M.D. 
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© “Understanding Care” @ 


* Skilled N ursing Care for Your Elderly and Chronic Patients 


Approved ANNOUNCEMENT 
MRS. OLLIE R. McCLURE, R.N. 
Has Been Appointed Superintendent of Our Nursing Staff 


A Catawba and M.C.V. graduate, Mrs. McClure was assistant supervisor of Pine Camp Hospital 
for 12 years, and recently with Medical College. 


Wri P 2112 Monteiro Ave. 
Bernard Masion, TERRACE HILL NURSING HOME 19, Vs 


@ Kidde ATMO Fire Detection System Equippede 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434 


Ratcs: 


$40.00 to $75.00 per week 
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MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke. Virginia 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., 9.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 
For further information, address 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE | 
WEST END RESIDENTIAL SECTION | 


Physicians’ 
Half-Price Rates 


4 yeors $4.00 
3 years 3.25 
1 yeor 1.50 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Ophthalmology, Otolaryngology 
FRANCIS H. LEE, M.D. 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 


JOHN ROBERT MASSIE, JR., M.D. 


JOSEPH W. COXE III, M.D. 
Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 
AUSTIN I. DODSON, M.D. 
CHAS. M. NELSON, M.D. 
AUSTIN I. DODSON, JR., M.D. 
Pediatrics 
HUBERT T. DOUGAN, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


Free Parking for Patrons 


Obstetrics 


W. HUGHES EVANS, M.D. 
W. H. COX, M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Roentgenology 


JESSE N. CLORE, JR., M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 


42 


VIRGINIA MepiIcaAaL MONTHLY 


| . 
pealth | 
| 
| amusl } 
| 
peal 
= 4 3 
5 
. WM. H. HARRIS, JR., M.D. 
ee ROBERT W. BEDINGER, M.D. 
be a 


STUART CIRCLE HOSPITAL 


413-21 SruartT CIRCLE 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
MaAnrFreD Catt, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. Morris Pinckney, M.D. CHARLES R. Ropins, Jr., M.D. 
ALEXANDER G. Brown, Lil, M.D. CARRINGTON WILLIAMS, M.D. 
Joun D. Catt, M.D. RicHArD A. MicHaux, M.D. 
WyNbDHAM B. BLanton, Jr. M.D. CarRINGTON WILLIAMS, JR., M.D. 


FRANK M. Banton, M.D. 


Urological Surgery: 
Joun W. Powe, M.D. 


FRANK Poe, M.D. 


Obstetrics and Gynecology: Oral Surgery: 
Wm. Durwoop Suceés, M.D. Guy R. Harrison, D.D.S. 
Spotswoop Rosins, M.D. Plastic Surgery: 
Davin C. Forrest, M.D. 


Hunter S. Jackson, M.D. 


Orthopedics: Roentgenology and Radiology: 
BeEveRLEY B. CLary, M.D. Frep M. Hopces, M.D. 
James B. Darton, Jr., M.D. L. O. Sneap, M.D. 

Pediatrics: Hunter B. FriscHKorn, Jr., M.D. 
Cuartes P. Mancum, M.D. C. Barr, M.D. 
Epwarp G. Davis, Jr., M.D. Pathology: 

Ophthalmology, Otolaryngology: James B. Roperts, M.D. 
W. L. Mason, M.D. Physiotherapy: 

Anesthesiology: Miss EtHELEEN DALTON 
B. Moncure, M.D. Director: 
HetH Owen, Jr., M.D. C. HouGu 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 
Austin I. Dopson, Jr., M.D. ELMER S. RoBertson, M.D. 
Urology James T. GIANouLIs, M.D. Internal Medicine 
General Surgery and Gynecol 
J. Epwarp Hitt, M.D. T. E. STANLEY, M.D. 
Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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Relieve moderate or severe pain Symbols 
Reduce fever OF 
Alleviate the general malaise of PROVEN 


upper respira ory InTrections 3 AIN 
gr.1 
gr. % 


maximum codeine analgesia/optimum antipyretic action 


“Subject to Federal Nareotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Codeine Phosphate . 
Acetophenetidir .......... 
Aspirin ( Acetylsalicylic Acid)... . 


Codeine Phosphate 

Phenobarbital 

Acetophenetidin 

Aspirin ( Acetylsalicylic Acid) . . . 


..from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOU 


pies mild pain complicated by tension and restlessness. 


® 
Phenobarbital 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) .. . . er. 3% 


“Subject te Federal Narcotic Regulations 


a ... from moderate to severe pain complicatea by tension, anxiety and restlessness. 
= a 3% 
} 
Acetophenetidin ............... gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 
1 
2 
= 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


JULIA WAGNER WATERS, R.N., Administrator 


408 North 12th Street 


EsTaBLISHED 1916 
Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcoho] habituation. 
Insulin Coma, Electroshock and Psychotherapy are 


Institution is 
laboratory facilities including electroencephalography 


employed. The 
and X-ray 

Appalachian Hall is located in Asheville, North Carolina, 
climate for health and comfort. 


equipped with complete 


a resort town, which justly claims an all around 
There are ample facilities for clasification of patients, rooms single or en suite. 
M.D. 
M.D. 


Wa. Ray GRIFFIN, JR., 
RoBertT A. GRIFFIN, JR., 


Mark A. GriFFin, Sr., M.D. 
Mark A. JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEvILte, N. C. 
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At All 
DEPENDABLE 
PRESCRIPTION SERVICE 


and 


SERVICE TO PHYSICIANS 


SAFE SERVICE DRUEL STORES 
Prescription Specialists 


Lynchburg, Va. 
Danville, Va. 


Martinsville, Va. 
Altavista, Va. 


Winston-Salem, N. C. 


For the 
| Discriminating 
Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bidg. 


Exclusively Optical 
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for your complete insurance needs... 


PROFESSIONAL 
PERSONAL 
PROPERTY 


\ 
CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL ee 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 


Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 
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OU’VE said good-by to the 
bride who was once your little girl, and to that handsome 
boy who is now your son. The youngsters are on their 
own: and so, after twenty-odd years, are you! Now is the 
time to think of yourselves— your pleasures, your security, 
your eventual retirement. A good time to start putting part 
of your savings away in safe, sure, United States Savings 
Bonds. Where nothing can touch your principal. And where 
your money earns 3%4% when bonds are held to maturity. 
Series E Bonds grow in value, year by year—and Series H 
Bonds pay you interest twice a year. Whichever you choose, 
start your bond program today! When financial independ-. 
ence counts, count on U.S. Savings Bonds! 


The U.S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers Association, 
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PERFORMANCE 
GREATER PERMANEN 
IN THE MANAGEMENT 
OF DERMATOSES. 


_ 


*TARCORTIN. 


Hydrocortisone 0.5% and Special Ceal 
(TARBONIS®) ina Greaseless. stainiess 


NO Neves 


0.5%. 0.35% (as Sulfate) 
vor Extract S% TAR am omtment 


* J.A.M.A. 166:158,1958; Welsh, A.L. and Ede.M. nace 
missi a 1. Clyman, 1: 
++ prompt phases. 2. Bleiberg, J.: J. Soe. New Jersey 53:37, 1956. 

4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50-837, 1954, 


3. Abrams, B. P, can ‘Shaw, C.: Clin. Med. 3-839, 1956. 
G&s REED 4&4 CARNRICK | sersey City 6, New Jersey 5. Bleiberg. J.: Am. Practitioner 8:1404, 1957. 


1 50,000 Time saving, easy-to-use. 

Pr ys i c i ans Invaluable for desiccation, 
fulguration or bi-active coagulation. 
Unriwalled for remoual of surface 

use and other growths with 

the excellent cosmetic results. 


BIRTCHER 
HYFRECATOR 


A HYFRECATOR in every office © Many physicians now have 
HYFRECATORS in every examining and treatment room to save time 
and inconvenience for their patients. This time-proven method for the 
removal of moles, warts and other growths is used so frequently in the 
average practice, it’s impractical not to have several HYFRECATORS! 


Dermatology + General Practice Physicians in virtually every 


l YFRECATOR 
Ophthalmology  €E.E.N.T. field find the H 
an invaluable instrument. 


FREE 32-PAGE BOOKLET SYMPOSIUM 


ACTIVE COAGULATION and full color : THE BIRTCHER CORPORATION 
booklet with color progress pho- : Dept. VM-558 
tographs of technics and results % : 4371 Valley Blvd., Los Angeles 32, Calif. 


sent on request without obligation. «~ : Send me the 2 booklets on HYFRECATION 
THE 

BIRTCHER Address 
CORPORATION 
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Of special 
significance 
to the 
physician 
is the symbol 


When he sees it engraved 
on a. Tablet of Quinidine Sulfate 
he has the assurance that. 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
- standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
: (Davies, Rose) on his prescriptions 
% - for Tablets Quinidine Sulfate, he is 
assured that this “quality” tablet 
# - is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 


0.2 Gram (or 3 grains) 


Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


Every Virginia Doctor Should 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By WynpHAM B. Branton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


PRICES FOR REPRINTS 
of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5 x7 % ins. Type Page 3x5¥2 ins. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 
4 pp. $ 6.90 $ 7.60 $ 9.20 $11.25 $15.75 
ie 12.30 13.90 15.20 19.55 27.05 
> Nie 18.05 20.60 23.10 29.45 43.45 
ies 18.85 22.10 25.55 32.55 46.45 
_— 21.75 27.35 31.05 37.95 56.80 
Extra for 

Covers 7.60 8.75 12..05 14.40 21.75 
ENVELOPES: 

Printed 4.60 7.00 9.55 15.20 27.25 

Blank 1.40 3.20 5.05 9.55 19.00 


Prices F.O.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 
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See anybody here you know, Doctor? 


LA 


AMPLUS’ 


. for sound obesity management 
dextro-amphetamine plus vitamins 


I’m just too much 


STIMAVITE 


stimulates appetite and growth 
vitamins B:, Be, C and L-lysine 


I’m too little 


OBRON’ 


a nutritional buildup for the OB patient 


OBRON 
HEMATINIC 


when anemia complicates pregnancy 


I’m simply two 


NEOBON’ 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


ROETINIC 


one capsule a day, for all treatable anemias 


HEPTUNA PLUS 


when more than a hematinic is indicated 


With my anemia, 
I'll never make it up 
that high 


(Prescription information on request) 


... Solve their problems with a nutrition product from New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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JOINTS INVOLVED IN GOUT 


INITIAL  SUBSSEQUENT 
ATTACK ATTACKS 


1. joint pain 
long periods of complete remis- 
sion. (Percentages refer to inci- 
dence.) 


NORMAL RANGE GOUTY RANGE 


2. Enlargement of bursae such as in 
this case involving the olecranon 
bursa. 


4. Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 
is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS ...SUSPECT GOUT: 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 


with BENEMID. This effective uricosuric agent has these unique 
benefits: 


- Elevated serum uric acid levels. 


Urinary excretion of uric acid is approximately doubled. 

Serum uric acid levels are reduced. 

Uric acid deposits (tophi) in tissues are mobilized. 

Formation of new tophi can often be prevented. 

Fewer attacks and severity is reduced. £4 
RECOMMENDED BOSABE: 0.25 Gm. (1% tablet) twice daily for 


one week followed by 1 Gm. (2 tablets) daily in divided doses. 
BENEMID is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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pHisoHex washing added to standard 
treatment in acne produced results that 

.. far excelled... results with the many 
measures usually advocated.”"1 


pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 
nonalkaline 
antibacterial 
detergent— LABORATORIES 
nonirritating, New York 18, N.Y. 

Contains 

‘ hexachlorophene. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our mone) 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


Jobn Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 


“No patient failed to improve.” 


FIRST 
in 
Richmond 


MEMBER FEDERAL DEPOSIT INSURANCE CORP. 


~ 
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Percentage reduction of 
excess serum cholesterol 
(over 150 mg. percent) 


Percentage of patients experiencing 
various degrees of decline in excess 
serum cholesterol 


Less than 20% 


More than 40% 


... without the necessity of dietary restrictions 


‘Cytellin’ provides the most rational 

and practical therapy available. 

Without any dietary adjustments, 
- it lowers elevated serum cholesterol 
concentrations in most patients. 

In a number of studies, every 
patient who co-operated obtained 
good results from ‘Cytellin’ ther- 
apy. On the average, a 34 percent 
reduction of excess serum choles- 


COMPANY e 


INDIANAPOLIS 6, INDIANA, JU. 


terol (over 150 mg. percent) 
been experienced. 

In addition to loweri 
cholesteremia, ‘Cytelli 


ratio, S;10-100 a 
proteins, “‘ather, 


As 
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ethically promoted 


Metall 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of . 
circulation within the vaginal walls. ~~ 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 


Supplied in 8-oz. containers. 2 teaspoonfuls in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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diagnosis: hypertension, moderate to severe 


prescribed: Raup rote : 


(Rawwolfia Serpentina and Protoveratrines A & B Combined) 


owering is imperative 


wolfica tina's gradual tranquilizing ond pro- 
7 Ged hypotensive effect combines with faster-acting, 

more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitction, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
without deranging those mechanisms which control 
blood distribution and which normally prevent postural 


hypotension. 
Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensves . . . with a minimum 


of side effects. 


Supplied: in botties of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 
Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


Gass) THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS 


*Trade Mark 
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IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


N-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 


BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 
Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 

LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 

PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 


accepted by patients of all ages. 
MERCK SHARP & DOHME 
* Sulfasuxidine is a trade-mark of Merck & Co., Inc. 


DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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research discovery 


SELECTIVE, SUPERIOR 


muscle relaxation | 


ately new chemical formulation — pro- + 
axation of skeletal muscle spasm, 


A.H. ROBINS CO., INC., Richmond 20, Virginia 


ical Pharmaceuticals of Merit since 1878 


lar function... and with essential freedom from 
| 


Give Us Your Transportation Worries 


OUR BENEFITS WE COVER 
TO YOU ARE YOU WITH— 


‘COMPLETE LIABILITY INSURANCE 
RELEASE OF CAPITAL p | ) M () N T of, 100,000/300,000 
Bodily Injury and 
New Automobiles 50,000 for Property 


Any Make PLAN Damage 


No Worries Over 


Texes-Fees FOR THE You Are Protected 


With 100% Coverage 


MEDICAL 


Repairs 


License Fees PROFESSION If Your Car 


Is Out of Service, You 
Towing Cost 


EXCLUSIVELY 


Battery Replacements 


All Repairs, Tire & 
Tire Replacements For Most of You, All 


This Is 100% Tax Deductable 
Inspection Registration Purchased In Your 


Fees Home Town 


Battery Replacement Are 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor's Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-8151 


G. B. Griffith, President 
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the hydrochloride alone. In addition, the 
average levels derived from the tetracycline base or 
the chlortetracycline base were higher than those pro- 
duced by the corresponding hydrochloride though 
lower than those resulting from the mixture contain- 
ing the base and sodium metaphosphate. In the study 
with chlortetracycline® capqules containing a mixture 
of the hydrochloride and sodium metaphosphate were 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 
mixture of chlortetracycline base with sodium meta- 
phosphate. 

Although the enhancement of blood levels of tetra- 
cycline by phosphate, either complexed to the tetra- 
cycline or mixed with the base or the hydrochloride, 
thus seemed fairly well established, some doubts still 
remained because certain reliable observers {includ- 
ing many whose results have not been published} 
failed to confirm the findings with the materials and 
methods they used 


Further confusion seemed to be 
added by a subsequent report of Welch et al.,’ who, 
in repeating a crossover study with capsules of tetra- 
eycline phosphate complex and tetracycline _~dre 
chloride with and without, sadi-w 
phate, foup 


ee 


were ished simul- 
the last mentioned report of Welch 
et al.” These data based on thoroughly con- 
trolled studies F and include 
additional 
clusively a 
4 Editorial. 

The New England Journal of Medicine. 
258:97-99, (January 9) 1958. 


p 
antibacterial activity than was 
sence. 


observed in their ab- 
Oil and sorbitol did not interfere with tetra- 
cycline absorption. 

Dicalcium phosphate is widely used as a filler in 
various capsules, including those of the tetracyclines 
The authors cite a large number of other studies that 
implicate the presence of calcium ions as the cause of 
the reduced absorption of tetracyclines and show that 
citric acid can partially neutralize this effect. The 
depressing effect of food on the serum levels of tetra- 
cycline is likewise explained by the goodly amount of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations may 
be responsible for the poorer absorption of the drug. 
The authors could not explain the failure of citric 
acid to enhance serum concentrations when admin- 
istered with tetracycline base in contrast to ‘ts marked 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid to 


enhance serum levels of tetrar +e’ ‘o its 
ability to form con we ‘en 
Pa he 
hloride 

Tetracycli e hydroc 
produce 


2 


Piast mentioned paper of 

et al.’ indicates that in their study the capsules 

tetracycline hydrochloride, chlortetracycline hydro- 
chloride and tetracycline phosphate complex all con- 
tained dicalcium phosphate as a filler, whereas the 
capsules containing citric acid and sodium hexameta- 
phosphate did not contain any dicalcium phosphate. 
This could clearly explain the discrepancies noted in- 
that study. Likewise, the inconsistencies in othe 
studies may very well have been due ta the ~~. 

“Saf calcium as fillers in sor 

“thers. y 
however, 


TETRACYCLINE HC! BUFFERED WITH CITRIC ACID 


is tetracycline and citric acid 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U. 6. Pat. Off. 
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One of a Series of Newspaper Ads 
Directed to Your Patients 
and Our Customers.... 


DRUG 


Inc Your prescription is 
' compounded exclusively for you! 

It's meant to do you a great deal of good, 

but what's good for you might be bad for others. 

So, resist the temptation to give your medicine 


to others or to use their medicine for yourself. 

Take only what your physician prescribes 

and rely on Peoples to dispense your prescription 
accurately, promptly and to price it with uniform economy. 


Bring Your Next Prescription to Peoples 


PEOPLES Certified 
PRESCRIPTIONS 


~ & AT ALL PEOPLES SERVICE DRUG STORES 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of litercture. 


*“In view of the beneficial re- 
sponses observed when antacids 
and bland diets were used concom- 
itantly with prednisone and predni- 
solone, we feel that these measures 
should be 
cally to offset any gastrointestinal 
side effects.” —Dordick, J. R. et al.: 
N. Y. State J. Med. 57:20:19 (June 
15) 1957. 


employed prophylacti- 


**“It is our growing convic- 
tion that all patients receiving 
steroids should take 
after food or with 


oral each 


dose ade- 
quate buffering with aluminum 
or magnesium hydroxide prep- 
aratious. —Sigler. J. W. and 
Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept) 1956. 


*“The apparent high inci 
dence of this serious {gastric} 
side effect in patients rec eiving 
pr ‘ isor 


le or pre dnisolone 
suggests the advisability 


of 
routine co-administration of an 
aluminum hydroxide 


fSoHet. A. J. and Bunim, J. J.: 


ge 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


ltr 


PREDNISOLONE BUFF 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


MERCK SHARP & DOHME oivision of MERCK & COL Inc, Philadelphia 1, Pa &P 


1 
J. A. M. A. 158:459 (June 11) : 
1955. 
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Each cc. of Globin Insulin 
—including the last one— 
provides the same 
unvarying potency. 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


‘B.W. CO.” 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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not 
increase... 


*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. . . . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.”* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1. ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

2. ATARAX is “the safest of the mild tran- 
quilizers.”? (No parkinsonian effect 
or blood dyscrasias ever reported.) 

. It is effective in 9 of every 10 tense 
and anxious patients. 
. Five dosage forms give you maximum 
flexibility. 
supplied: 10, 25 and 100 mg. tablets, bottles of 
100. Syrup, pint bottles. Parenteral Solution, 
10 ce. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication. 2. Ayd, F. J., Jr.: presented at Ohio 
Assembly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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with 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 
Ne sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 
Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grams, and the antacids magnesium 
te and aluminum glycinate. 
Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PROOUCT OF SRISTOL-mYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


INDEX TO ADVERTISERS 


American Health Insurance Corp. __._.__...____-__-_------ 12 Piedmont Auto and Truck Rental, Inc. ___....---- 39 
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NCREMIN 


LYSINE-VITAMING 


CORRECTS 

IRON DEFICIENCY 
AS IT 
STIMULATES 
APPETITE 


DELICIOUS CHERRY FLAVOR 
DESIGNED TO APPEAL TO 
BOTH CHILDREN ANB ADULTS 


ULAR 7 FOR CHILDREN 


7 Supplies essential Iron as ferric pyrophos- 


phate, highly stable, well-tolerated, readily 


adsorbed ; essential vitamins B;. Bg and By2 


established as appetite stimulants; essential 
|-Lysine for greater protein economy in the 
pediatric diet. 


INCREMIN Syrup 


FORMULA: Each teaspoonful (5 ce.) contains: 
I-Lysime HC! 
Ferrie Pyrophosphate (Soluble) 
irom (as Ferric Pyrophosphate) 
Vitamin B12 Crystalline 
Thiamine Mononitrate 
Pyridoxine HC! (Bg) 
Alcohol 


im bottles of cz. 


PREG. U. S. PAT. OFF. 
| 


a more 
effective 
nasal decongestant 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


for prompt, | Realistic dosage of the potent vasoconstrictor, 
more complete, phenylephrine hydrochloride, combined with the 
dependable antihistamine, pyrilamine maleate... 


day-and-night relief in the 


for mutually enhancing, oral efficacy in 
common cold 


clearing stuffy nose, combatting allergic turgidity, 
nasal allergies draining clogged sinuses, relieving postnasal drip. 


sinusitis | patients breathe easier, 
feel so much more comfortable 


in 
NADEC provides each tablet | each TDC* 


Phenylephrine HCI U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 
*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children | tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY NewlLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America + Founded 1824 
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AN AMES CLINIQUICK” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Which plasma proteins may be 
hazardous in renal disease? 


The globulins. They are more easily precipitated to form casts with block- 
age of renal tubules. The greater the damage to the glomeruli, the greater 


the proportion of urinary globulin to albumin and subsequent tubular 
impairment. 


Source — Hoffman, W. S.: The Biochemistry of Clinical Medicine, Chicago, The Year 
Book Publishers, Inc., 1954, p. 233. 


colorimetric “dip-and-read’”’ test 
for proteinuria 


just dip... 


ALBUSTIX ....... Strips ...and read in mg. % 


BRAND 


for tablet testing— ALBUTEST® Reagent Tablets detect proteinuria with one drop 
of urine. 


4 AMES COMPANY, INC + ELKHART, INDIANA 
Ames of Canada, Ltd., Toronto 
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premenstrual tension 


responds very well to Compazine* 


agitation and apprehension are promptly relieved 
emotional stability is considerably improved 
nervous tension and fatigue are greatly reduced 
appetite and sleep patterns improve 


depression often disappears 


For prophylaxis: “Compazine’ Spansulet capsules provide all-day or 
all-night relief of anxiety with a single oral dose. Also available: Tablets, 
Ampuls, Multiple dose vials, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T_M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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